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THE PULMONARY CIRCULATION—BEFORE AND AFTER HARVEY* 


“ What a zigzag path, how unlike a straight line is man’s 

progress in search of Foster. 
The history of the discovery of the pulmonary circulation 
has been the subject of much controversy, and it is a 
strange paradox that, though it was the part of the 
vascular system in which the idea of a forward motion 
and not an ebb and flow of the blood stream was first 
conceived, it was the last to be studied systematically. 
The Greek philosophers were handicapped by the religious 
and sentimental objections to human dissection. Wiberg 
suggests that the early Greeks knew of the circulation, 
and quotes a passage from one of the Hippocratic writings 
which would bear that interpretation. It was in Alexan- 
dria, under the Ptolemies in the third century B.c., that a 
flourishing though short-lived school of medicine was 
established where the study of dead human bodies was 
permitted and even encouraged, with the result that real 
advances were made in anatomy; and here Herophilus 
first gave the name of artery-like vein to the pulmonary 
artery and vein-like artery to the pulmonary vein, and 
these descriptions persisted until Harvey’s time. Erasis- 
tratus (about 290 B.c.) came very near to discovering the 
circulation, but unfortunately he thought the arteries con- 
tained air, 

Galen, whom Harvey described as “a divine man, 
father of physicians,” was the most original and profound 
of all the ancient medical and biological philosophers. 
He proved that the arteries contained blood, but thought 
that the passage of the blood to the tissues, including the 
lungs, was by ebb and flow, and that there was a communi- 
cation between the two ventricles through invisible pores. 
He chafed at his inability to study human anatomy, and 
advised his students to collect exposed bones from grave- 
yards if opportunity offered. 


There is grim irony in the fact that the same embargo 
on human dissection later enforced by the great religions 
—the Christian and Mohammedan—hindered progress for 
centuries. Bayon (1938, 1939a, 1939b) in his exhaustive 
and profound studies entitled William Harvey, Physician 
and Biologist : His Precursors, Opponents, and Successors, 
to which | am most deeply indebted, as I have no doubt 
will be all future students of Harvey's work, writes, “ It 
Is also remarkable that while in the Middle Ages life 
was cheap, and there was little compunction in burning, 
quartering, or torturing the living, there was a definite 
horrer about dissecting the dead.” 


BY 


R. A. YOUNG, M.D., B.Sc., F.R.C.P. 
Consulting Physician to the Middlesex Hospital and to the Brompton Hospital 


* The Oration (abrid ed iver 
sed), delivere the Roy: 
of Physicians of London on Deccenses 1939. 


The Views of an Arabian Teacher 


It has been generally supposed that Servetus was the 
first to describe and publish the conception of the pul- 
monary passage, but it appears he was anticipated by an 
Arabian teacher by no less than three centuries. The 
history of this dramatic historical discovery is worth 
noting. 

In 1924 an Egyptian medical student, Mohyi-el-Din-el- 
Tatawi, from Tanta in Egypt, presented as his thesis for 
the degree of Doctor of Medicine at the Albert Ludwig 
University of Freiburg-in-Breisgau an account of the 
views of an Arab physician, Al Qurishi (generally known 
as Ibn-an-Nafis). About two years previously he had 
found among the MSS. of the Prussian State Library in 
Berlin a copy of Ibn-an-Nafis’s commentary on the Canon 
of Avicenna. This College is fortunate in having had as 
a recent benefactor the late Professor Dobbin, for he has 
given us a copy (modern but none the less of great value) 
of the Arabian MSS. of Ibn-an-Nafis, and also some 
special literature relating to this interesting and notable 
page in the history of medicine, together with other gifts 
which will enrich our College Library. 


Although at present we know but little of Ibn-an-Nafis, 
it is clear that he was a man of remarkable ability. There 
is a most striking parallelism between him and Servetus. 
He is said to have been not only a great physician but 
also an authority on language, philosophy, Moslem canon 
law, and traditions. Michael Foster described Servetus 
as “in turn jurist, astronomer, meteorologist, and doctor, 
but above all things a theologian.” Like Servetus, Ibn- 
an-Nafis was a heretic, and like him would now be called 
a Unitarian. An interesting study of Ibn-an-Nafis and 
his views has been published by Haddad and Khairallah 
(1936). They give a translation into English of the pas- 
sages relating to the pulmonary circulation as follows: 


* And we say. and God is the All-knowing, whereas, one of 
the functions of the heart is the creation of the spirit from 
very thin blood strongly miscible with air, and air, so it is 
necessary to make in the heart, very thin blood to make pos- 
sible the creation of the spirit from that mixture. The place 
where the spirit is created is in the left cavity of the two 
cavities of the heart. Therefore, it is necessary in the heart 
of man and his like—of those who have lungs—to have 
another cavity where the blood is thinned to become fit for 
mixing with the air. For if the air is mixed with the blood 
while it is still thick, it would not make a homogeneous 
mixture. This cavity (where the blood is thinned) is the 
right cavity of the two cavities of the heart. If the blood is 
thinned in this cavity it must of necessity pass to the left 
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cavity where the spirit is created. But between these two 
cavities there is no passage as that part of the heart is closed 
and has no apparent openings as some believed and no non- 
apparent opening fit for the passage of this blood as Galen 
believed. The pores of the heart there are obliterated and its 
body is thick, and there .is no doubt that the blood when 
thinned passes in the vena arteriosa to reach the left cavity 
of the two cavities of the heart; having mixed with the air 
and become fit for the creation of the spirit. What is left 
of this mixture, less attenuated, the lung uses for its own 
nourishment. This is the reason why the vena arteriosa is 
made of thick walls and of two coats, so that what passes 
through its pores be very thin, and the arteria venosa thin and 
of one coat.” 


“ The need of the lung for the vena arteriosa is to transport 
to it the blood which has been thinned and warmed in the 
heart, so that what seeps through the pores of the branches 
of this vessel into the alveoli of the lung may mix with what 
there is of air therein and combine with it, the resultant com- 
posite becoming fit to be spirit when this mixing takes place 
in the left cavity of the heart. The mixture is carried to the 
left cavity by the arteria venosa.’ 


It should again be remembered that dissection was for- 
bidden, so that Arabian philosophers, while making great 
advances in the physical, chemical, and mathematical 
sciences, contributed little to anatomy, physiology, or 
pathology. This makes the original conception of Ibn- 
an-Nafis all the more notable. At the same time he gives 
covert hints that he has performed dissection, though he 
states that he has not done so because of the authority of 
the law and an inherent compassion. He avers that he 
has relied on the words of those who had preceded him, 
especially the honourable Galen. Sarton (1931) in refer- 
ring to Ibn-an-Nafis states that: 

“In five different places does he state in unmistakable terms 
that the blood cannot pass from the right to the left ventricle 
through invisible pores in the septum, but must pass through 
the ‘ veinous artery” to the lungs, be mingled there with air, 


pass through the arterious vein into the left ventricle, and there 
form the * vital spirit.” 


It is remarkable that these views of Ibn-an-Nafis were 
neglected and forgotten, but this is probably due to their 
heretical and original character. 


The debt of Western medicine to the Arabian conquest 
of Southern Europe in the eighth century is nowadays 
almost forgotten. The Arabs endeavoured to acquire and 
adapt the scientific and philosophical knowledge of the 
Greeks and, to a less extent, that of the Romans. Until 
the revival of learning by the humanists the views of 
Plato, Aristotle, and Galen were only studied through 
translations, often garbled and inaccurate, from the 
Arabic versions. We can understand the avidity with 
which the scholars welcomed the originals after the 
shadows their predecessors had had to be content with. 
The part played by Linacre and Caius in the return to 
the original Greek texts and their accurate translation into 
Latin has been eloquently stressed by two previous 
Harveian orators, the late Dr. J. F. Payne and Dr. Arnold 
Chaplin. 


Servetus on the Pulmonary Circulation 


So far as is at present known no further conceptions of 
the pulmonary circulation appear until Servetus’s well- 
known description in the Christianismi Restitutio. The 
history of Servetus is one of almost undiluted tragedy, 
save for the few years in which he practised medicine. 
Hunted and wandering in his early life, condemned to a 
cruel death, traduced, and even forgotten until one of the 
three surviving copics of his banned book was studied by 
W. Wotton in 1694, he has even been belittled and 
neglected by many modern writers. He was a fellow 
student at Paris with Vesalius, whom he succeeded as 


prosecutor. In 1539 Guinther wrote of him that he was 
distinguished for his general culture and his skill in dissec- 
tion, and described him as scarcely second to any in his 
knowledge of Galenical doctrine. 

In 1545, or at latest early in 1546, he sent a manuscript 
copy of his theological opinions to Calvin, and stated that 
he wished to. visit Geneva. 
tained the note on the “ pulmonal passage.” 


copy, is stated to include this (Mackall). Servetus had 
his book secretly printed in Vienne early in 1553, and it 
is known that 1,000 copies were pulled. No name is 
printed on the title-page, but at the end the initials 
M.S.V. appear. So far as is known only two complete 
copies have survived. 


Servetus’s description of the pulmonary circulation is 
given in Book V of Christianismi Restitutio, dealing with 
the Trinity. I may here quote Michael Foster’s (1901) 
translation of the essential passages: 


“In order, however, that we may understand how the blood 
is the very life, we must first learn the generation in substance 
of the vital spirit itself which is composed and nourished out 
of the inspired air and very subtle blood. The vital spirit 
has its origin in the left ventricle of the heart, the lungs 
especially helping towards its perfection; it is a thin spirit, 
elaborated by the power of heat, of a yellow (light) colour, 
of a fiery potency so that it is as it were a vapour shining 
out of the purer blood containing the substance of water, of 
air, and of fire. It is generated through the commingling 
which is effected in the lungs of the inspired air with the 
elaborated subtle blood communicated from the right ven- 
tricle to the left. That communication does not, however, as 
is generally believed, take place through the ‘median wall 
(septum) of the heart, but by a signal artifice the subtle blood 
is driven by a long passage through the lungs. It is prepared 
by the lungs, is rendered yellow (light) and from the artery- 
like vein is poured into the vein-like artery. Then in the 
vein-like artery it is mixed with the inspired air, and by expira- 
tion is cleansed from its fumes. And so at length it is drawn 
in, a complete mixture, by the left ventricle through the 
Diastole, stuff fit to become the vital spirit.” 

“ That the communication and preparation does take place 
in this way through the lungs is shown by the manifold con- 
junction and communication of the artery-like vein with the 
vein-like artery.” 

“This view is confirmed by the conspicuous size of the 
artery-like vein, which would not have been made so large and 
so stout, and would not discharge from the heart itself such a 
power of very pure blood into the lungs for the mere purpose 
of nourishing these organs. Nor would the heart serve the 
lungs in this manner, especially since, at an earlier date in the 
embryo on account of the little membranes of the heart, the 
lungs themselves are up to the hour of birth nourished from 
other sources, as Galen teaches.” 


We do not know by what means Servetus arrived at 
these remarkable conclusions. It has even been sug- 
gested that he knew Arabic, and that he revived the 
views of Ibn-an-Nafis. A translation was published in 
Venice in 1547 by Alpago, who was afterwards professor 
of medicine at Padua. Other detractors of Servetus have 
suggested that he derived his opinions from Realdus 
Columbus. I can see no reason to minimize Servetus’s 
position as a genuine and notable precursor of Harvey. 
There can be little doubt that Harvey was not aware of 
his opinions, though he knew of those of Columbus. 
Servetus was no doubt an arch-heretic in the times in 
which he lived, but should now be accepted as a pioneer 
and a martyr. 


Stepping-stones to ‘‘De Motu” 


Bayon emphasizes the fact that the anatomical researches 
of the sixteenth century, particularly those of Vesalius 
and Columbus, paved the way or provided the “ stepping- 
stones ” for Harvey’s demonstration of the circulation. 
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Leonardo da Vinci, who with others of the great Italian 
artists gave impetus to the study of anatomy, proved by 
experiment that the heart was muscular and was not 
passive. He also demonstrated the efficiency of the 
tricuspid valve. He described the moderator band and 
attempted to estimate the output of the heart. The 
pioneer of anatomical study is, however, Vesalius, whose 
life history and achievements form one of the most 
fascinating stories in the history of medicine. In view 
of the destruction of his notes it must always be a matter 
of speculation why it was that, having disproved the 
Galenic views on the structure of the heart, he did not 
advance to overthrow Galen’s theories as to its function. 
The immediate successor of Vesalius for a brief period 
was his pupil and assistant Realdus Columbus. There is 
no doubt that Columbus had a clear conception of the 
pulmonary circulation and that he brought forward evi- 
dence, clinical and experimental as well as anatomical, in 
support of his views. He pointed out, sixty-nine years 
before Harvey's De Motu was published, that blood 
coughed up in disease was “ spirituous” or arterial, and 
that the pulmonary vein in animals contained red arterial 
blood and not fuliginous or sooty matter as some supposed. 
He actually described its contents as blood mixed with 
air from the lungs. His statement of his views is 
characteristically egotistical and bombastic ; but it is clear 
and concise, and I now quote Michael Foster's transla- 
tion: 


“Two cavities, that is two ventricles, are present in the 
heart, not three as Aristotle thought. Of these one is on the 
right side, the other on the left. The right is much larger 
than the left. The right contains the natural blood, but the 
left the vital blood. It is very interesting to observe that the 
substance of the heart surrounding the right ventricle is very 
thin, but that on the left side very thick; and this is so 
arranged on the one hand in order to keep up the balance 
and on the other to prevent the vital blood which is exceed- 
ingly thin from transuding out of the heart. Between these 
ventricles there is placed the septum through which almost 
all authors think there is a way open from the right to the 
left ventricle; and according to them the blood is in the 
transit rendered thin by the generation of the vital spirits in 
order that the passage may take place more easily. But these 
make a great mistake ; for the blood is carried by the artery- 
like vein to the lung and being there made thin is brought 
back thence together with air by the vein-like artery to the 
left ventricle of the heart. This fact no one has hitherto 
observed or recorded in writing; yet it may be most readily 
observed by anyone.” 


He was the first to recognize that cardiac systole and 
arterial expansion were synchronous. , 


Cesalpinus, another anatomist and a man of wide 
culture, also seems to have recognized the pulmonary 
circulation and even to have conceived the possibility of 
a systemic movement of the blood in a sense different 
from that of Galen. He has even been acclaimed by some 
as the actual discoverer of the circulation, a claim that 
was disproved by Sir Edward Sieveking in his Harveian 
Oration of 1877. Recently Bayon has also dealt destruc- 
tively with claims put forward as to ,the priority of 
Cesalpinus. In 1571 he published his Peripatetic Questions, 
in which he notes the pumping character of the heart's 
action in forcing the contents of the left ventricle into 
the aorta and that of the right into the pulmonary artery. 
In his second work, Medical Questions, published in 1593, 
he reaffirms this and writes: “Thus there is a sort of 
perpetual movement from the vena cava through the 
heart and lungs into the aorta artery—as I have explained 
in my Peripatetic Questions.” Unfortunately the view of 
Cesalpinus attracted little notice, and he is not mentioned 
by Harvey, 


But it is still more to be wondered at that Fabricius 
ab Aquapendente, the greatest anatomist of his time, 
should have returned, if not to the anatomy of Galen in 
regard to the heart, certainly to his physiology of the 
heart and lungs. Harvey used with some modification 
one of the illustrations from the great work on the valves 
in the veins De Venarum Ostiolis, which was published 
in 1603, as the only illustration to the De Motu Cordis. 
He refers to Fabricius several times, and affectionately 
describes him as “a most skilful anatomist and venerable 
old man.” Fabricius wrote a book, De Respiratione et 
eius instrumentis, dealing with the general and muscular 
mechanisms of respiration. He still applied the name of 
rough artery to the trachea, but believed that the vein-like 
artery (pulmonary vein) exists to convey air to the heart. 


Harvey : Pioneer of the Experimental Method 


Such, then, was the confused state of opinion in regard 
to the functions of the heart and lungs when Harvey 
returned to England in 1602, after his wander-years at 
Padua. It is established that the work of Fabricius 
influenced Harvey towards his great discovery, as the 
well-known statement of Robert Boyle in 1688 proves. 
The reason he will always be revered as one of the 
greatest of men of science is that he pioneered the experi- 
mental method in medicine. He progressed from the 
study of the static art of anatomy to the kinetics of 
function, and left as his testament the advice “to search 
and study out the secrets of Nature by experiment.” 


There can be no doubt that Harvey was puzzled at the 
implications of his great discovery, especially as to the 
reason why the same amount of blood should be sent 
to the lungs at each systole as was sent to the whole of 
the rest of the body. It is so obviously much greater 
than the nutritional needs of the lung texture itself ; and 
let us note that Harvey did not know of the additional 
supply from the bronchial arteries, which were first 
demonstrated by Ruysch in 1665 by injection methods. 


Harvey dissected and studied more than eighty different 
kinds of animals, and he mentions twice that animals 
without lungs have no right ventricle, and on the second 
occasion he states: “It may be said that the right 
ventricle is made for the sake of the lungs, and for the 
transmission of blood through them, not for their 
nutrition.” 


Function of the Lungs : Harvey’s Speculations 


The problems of respiration and the changes induced 
by it in the blood obviously were of great interest to 
him, and on two occasions he promises to return to these 
subjects and to investigate them. In De Motu he writes 
that he has made a vast number of observations to 
explain the functions of the lung: “It must be either 
because the larger and more perfect animals are warmer 
and when adult their heat greater—ignited, as I might 
say, and requiring to be damped or mitigated ; therefore 
it may be that the blood is sent through the lungs, that 
it may be tempered by the air that is inspired, and pre- 
vented from boiling up, and so becoming extinguished, 
or something else of the sort.” This is only very slightly 
modified Galen physiology, and in the same chapter he 
adds: “I shall leave such topics till I can more con- 
veniently set them forth in a treatise apart.” In his 
Praelectiones he says: “ Life and respiration are convert- 
ible terms, for there is no life without breathing, and no 
breathing without life.” One of his illuminating marginal 
notes reads: “Why and how air is needed by animals 
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which breathe, and also air is necessary to a candle and to 
fire—see W. H.” 

It would seem that Harvey had come near to the real 
explanation, for which science had to wait till the 
chemists, whom Harvey is said by Aubrey to have had in 
small esteem, had discovered oxygen. It is clear that as 
Jate as 1651 he was still working at this problem, for in an 
essay on parturition he states: 


“Whoso shall attend carefully to these things and consider 
more closely the nature of air will, | think, readily grant that 
air is given to animals neither for cooling nor as nutriment. 
Thus much merely by the way, on the subject of respiration. 
Perhaps | shall treat of it more fully in its proper place. 
Surely a more knotty subject could hardly be found, as the 
arguments on both sides are evenly balanced.” 


Another matter which exercised the logical and inquiring 
mind of Harvey was the nature of the communication 
between the arteries and veins. One of the most interest- 
ing of his letters is that which he sent to P. M. Slegel 
dated March 26, 1651, describing his perfusion experi- 
ments on the heart and lungs of a man who had been 
hanged, conclusively demonstrating that the blood from 
the pulmonary artery reached the left ventricle, and that 
there was no direct communication between the two 
veptricles. He adds almost exultingly: “ You may try 
this experiment as often as you please ; the result you will 
find to be as I have stated it.” 


Malpighi’s Demonstration 


Ten years after these speculations of Harvey were 
written, and but four years after his death, the capillaries 
were discovered and the actual movements of the blood 
seen in those of the lungs by Malpighi, who was born 
in the year that De Motu was published. His discoveries 
and his views on the functions of the lungs are propounded 
in his work De Pulmonibus, which is in the form of two 
long letters written to his teacher Borelli, and dated 
Bologna, 1661. There is an almost naive sense of wonder 
and exaltation as he describes the blood flowing in different 
directions in the arteries and the veins of the lung of a 
frog, as*seen through a compound microscope. He adds: 
“so that the circulation of the blood is clearly exposed.” 
He proceeds to describe the network of capillaries, and 
then explains: “It is clear to sense that the blood flows 
away through the tortuous vessels, that it is not poured 
into spaces, but always works through tubules, and is 
dispersed by the multiplex winding of the vessels.” In 
regard to the lungs he writes: 


“Concerning the use of the lungs I know that many views 
are held from the ancients onwards, and about them there is 
very much dispute—especially about the cooling which is 
taken to be the principal purpose when it strives with the 
imagined excessive heat of the heart, which may require 
eventration ; wherefore these things have made me diligently 
inquisitive in the investigation of another purpose, and from 
these things which I subjoin I can believe that the lungs are 
made by Nature for mixing the mass of blood.” 


The more these two letters are studied the more the 
genius of Malpighi becomes apparent. In writing of the 
foetus he suggests that in pregnant women the placenta 
acts vicariously for the lungs. He also suggests that “ the 
lungs are made by Nature as if for a storehouse of blood, 
so that it may constantly in turns give forth blood to 
the heart, which thence driven into the whole body 
by continual circulation, may impart life and motion 
to everything.” This seems to be the first suggestion of 
“blood depots ” in the literature. 

What must give to mosi of us a pang of regret is that 
Harvey was so near to the ocular demonstration of the 


link between the arteries and the veins. Microscopes of 
primitive form were available in his actual lifetime. 

In 1674 Leeuwenhoek described the red corpuscles, and 
noted that they were circular in mammals but oval in 
birds, frogs, and fish. He also pointed out that the red 
colour of blood was due to these corpuscles. It is now 
known that they had actually been observed by another 
Dutchman, Johannes Swammerdam of Amsterdam, in 
1658, one year after Harvey's death. 


Light from the Physico-chemical Side 


The most important researches in regard to the functions 
of the lungs and the objects of the pulmonary circulation 
came from the physico-chemical side, and stand largely to 
the credit of British observers. Boyle by his air-pump 
experiments in 1666 showed that air was essential to life. 
In the next year Hooke proved that it was the supply of 
air to the blood which was the main object of respiration, 
Lower, in 1669, demonstrated that the difference between 
arterial and venous blood was the change of colour, that 
this was due to the air in the lungs, and that the change 
occurred in the lungs and not in the heart. In 1668 
Mayow recognized that only part of the air, his “ spiritus 
nitro-aereus,” was necessary to life. Black in 1757 re- 
discovered the “gas Sylvestre” of van Helmont, which 
he called “fixed air,” now known as carbon dioxide, 
Priestley, another persecuted Unitarian, in 1774 redis- 
covered oxygen, which he called “ dephlogisticated air.” 

The position was eventually clarified by the tragic 
Lavoisier, himself another martyr of science, guillotined 
by the French Convention in 1794. He recognized the 
true nature of Priestley’s “ dephlogisticated air” in 1777, 
and called it “ acidifying principle or oxygen.” He demon- 
strated for the first time that in the process of respiration 
the air breathed lost oxygen and gained “ fixed air” of 
Black, and, further, that the latter was a compound of 
carbon and oxygen. It was left to Spallanzani to discover 
tissue respiration and to Magnus to confirm and establish 
its nature. 

The study of the physics of the circulation languished 
after Borelli until Stephen Hales (1733), the indefatigable 
clergyman-physiologist of Teddington, published his 
researches. In volume ii of Statical Essays he records 
dramatically his experiments upon the blood pressure ia 
the horse, sheep, and dog. He measured the rate of flow 
in the capillaries of the lungs of a frog by direct observa- 
tion. He suggested that the blood must traverse the lungs 
with “ vastly greater rapidity than through other parts of 
the body.” Although he was not able to measure pul- 
monary blood pressure directly, he deduced that the 
thinner walls of the right ventricle indicated that that 
ventricle had less work to do to force the blood through 
the lungs than the left ventricle had to maintain the 
systemic circulation. 


There was little advance till J. Hope (1839), from 1828 
to 1838, studied the physics of the failing heart, and 
described the symptoms and signs of cardiac insufficiency. 
He differentiated the effects of failure of the right ventricle 
from those of the left. His descriptions have recently 
been shown to be remarkably accurate, and, though long 
neglected, his work is now one of the landmarks in the 
study of the physics of the circulation. 

A great advance was made when Poiseuille in 1828 
introduced the U-shaped mercurial manometer, and thus 
simplified the observation of blood pressure. In 1847 
Ludwig, one of the greatest, most stimulating, and most 
modest of teachers and investigators, added the float, and 
made the blood record its pressure. He harnessed living 
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processes to write their own story and taught his pupils 
how to interpret the records. His work laid the founda- 
tions of modern methods of experimental study of the 


problems of the circulation. 
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(To be concluded) 


BACTERIAL ENDOCARDITIS: POSSIBILITY 
OF CURE BY SULPHONAMIDES 


WITH REPORT OF A CASE 
BY 


C. T. ANDREWS, M.D., M.R.C.P. 


Physician to the Royal Cornwall Infirmary 


The endocardium is one of the latest territories to be 
assailed in the chemotherapeutic advance of the last few 
years. It was inevitable, however, that drugs which had 
been used with such marked success in bacterial invasion 
of other tissues should be applied to the treatment of the 
corresponding infection of the endocardium. The reports 
so far available are on the whole encouraging (Ellis, 1938 ; 
Whitby, 1938a, 1938b; Manson-Bahr, 1938; Major and 
Leger, 1938). 

In attempting to assess the possible value of any chemical 
agent in the treatment of this malady certain factors have 
to be constantly borne in mind. (1) The difficulty that 
exists in certain cases in establishing the diagnosis. 
(2) The possibility of spontaneous recovery. (3) The 
anatomcial peculiarities of the site of infection and of the 
lesion, which render the organisms difficult to reach by 
therapeutic agents. 


The Diagnostic Difficulty 


The cardinal signs of bacterial endocarditis are usually 
given under four heads (Horder, 1920, 1926): (a) multiple 
arterial embolism: (b) evidence of existence of endo- 
carditis; (c) presence of bacteria in the blood stream ; 
(d) fever. It is safe to say, however, that the majority of 
cases run their course without providing the evidence 
mentioned under all of these four heads, and even when 
present that evidence may be scanty or intermittent. Thus 
arterial embolism may manifest itself only by the presence 
of a few petechiae in the region of the clavicle or a few 
red blood cells in the urine at irregular intervals; or in 
those not infrequent cases in which the right side of the 
heart alone is involved the case may proceed to a fatal 
issue with no evidence of embolism at all. Signs of endo- 
carditis may be scanty or completely absent when, as in 
one of my cases, the vegetations are implamed on the 
mural endocardium. All observers now agree that many 
Cases in which repeated attempts to culture organisms 
from the blood are unsuccessful proceed to a_ fatal 
termination (Cotton, 1920 ; Lewis and Grant, 1923 ; Grant, 
1924; Libman, 1913, 1920). This is especially true of the 
type known as endocarditis Jenta, in which the organism 
responsible is a non-haemolytic streptococcus. 


* And, finally, in many cases fever is a late symptom 
(Starling, 1920), and apyrexial periods of several weeks’ 
duration may complicate the clinical picture even at a 
late stage of the illness (Libman, 1913, 1920). 

It is clear, then, that the diagnosis often presents diffi- 
culties, and, in fact, in some cases in which recovery has 
been claimed the diagnosis has not been established 
beyond doubt. The greatest difficulty arises in those cases 
in which the blood culture is persistently negative and in 
consequence the identity of the invading organism must 
be largely a matter of surmise. This I consider an 
important point, as it seems to me that these are just ihe 
cases which give most promise of success in treatment. 
Further reference is made to it below. 


Spontaneous Recovery 


Although such a termination is extremely rare there 
would appear to be no doubt that recovery has occasion- 
ally taken place. Most cases recorded are cases of endo- 
carditis lenta, and this is not to be wondered at when it is 
remembered that non-haemolytic streptococci are found 
as normal inhabitants of the alimentary and upper 
respiratory tracts. Indeed, one of the problems of this 
disease is to know why this relatively harmless organism 
should assume a virulent form at all. In a search of the 
literature we have found records of five cases reported 
to have recovered from bacterial endocarditis before the 
advent of the sulphonamide group of drugs. Some details 
of these are appended in a table (see next page) together 
with four cases given sulphonamide therapy. One case in 
which surgical intervention was successful is also recorded. 

A glance at the table shows one striking feature in both 
groups—namely, the rarity of a positive blood culture. 
This is true not only of the cases in which there might 
be some doubt as to the diagnosis but also in cases such 
as that now recorded, in which the evidence is practically 
such as to establish the diagnosis with certainty. In only 
two cases was a positive blood culture obtained. That 
of Davidson (1934)—a case of B. coli endocarditis—must 
be regarded as a rarity : while the case in the second group 
—that of Major and Leger (1938)—ended in death three 
weeks after the temperature had settled to normal, and the 
wisdom of its inclusion in the list is doubtful. 


Anatomical Pecutiaritics of the Lesion 


One of the problems in the pathology of bacterial 
endocarditis is the means by which the organisms obtain 
a foothold on the endocardium. On the one hand it has 
been held that they gain access to the tissues by being 
arrested in the coronary capillaries (Wadsworth, 1919), 
and on the other that they implant themselves directly 
on the surface of the valve (Keefer, 1937; Swift and 
Kinsella, 1917; Miller and Branch, 1923; Leary, 1932), 
This latter view presupposes the formation of small 
platelet thrombi on a previously damaged valve, such 
thrombi offering passing organisms a foothold and nidus 
for their establishment (Grant, Wood, and Jones, 1927-9). 
In either case the resulting vegetation is found to contain 
organisms aggregated in quite large masses near the 
periphery of the vegetations (Wright, 1925). The thera- 
peutic problem would appear to be not simply that of 
controlling the septicaemia but that of reaching the depth 
of these foci. 

The absence of bacteria from the blood in many cases 
of bacterial endocarditis has led to the further observation 
that the antibody titre is often at a high level, even in the 
septicaemic cases (Wright, 1925; Kinsella and Garcia, 
1925.6). Wright mentions a case with septicaemia of fifty 
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Table giving Details of Ten Cases ®f Recovery from Bacterial Endocarditis 


Libman 1 10 months Spleen plus. Con- Mitral 5 negative | Not recorded Not recorded Nil 
junctival haemor- 
rhages. Petechiae 
Libman2 .. 2 years Spleen plus. Micro- Mitral and aortic 1 negative 
scopical blood in 
Libman 3 17 months Skin petechiae. Mi- Mitral 2 negative | 101° to 103 “g a Pr 
croscopical haema- 
turia 
Davidson .. 8 years None Changing murmurs. | 3 positive ; | 103° to 105° | Hydrarg. perchlor. gr. | Improvement in general 
Valve lesion not B. coli 1/32 given three times. condition dated from 
specified Polyvalent anti-strepto- serum administration 
coccus serum 
Gibson (1920) | Not mentioned | Petechiae in crops. Aortic Negative 99.4° Perchloride of mercury | Improved. Discharged con 
Haematuria intramuscularly, gr.1/16 valescent 
Manson-Bahr 1 2 years None Mitral 4 negative 101° Prontosil 6 tablets daily | Definite improvement im. 
plus Sc.cm.  subcu- mediately. Temperature 
taneously. Later 5 ¢.cm. fell to normal within 10 
intramuscularly — daily days of starting treat 
for 24 days. Total dos- ment. Up in one month, 
age 120. c.cm. Clubbed fingers disap. 
peared 
Manson-Bahr 2 16 months Spleen plus Aortic ? 2 negative. 102.6° Prontosil soluble 95c.cm. | Definite. Temperature nor. 
Haemolytic in 4 days; stopped 4 mal 6 days after first 
streptococci days; then Sc.cm. for intramuscular injection 
in urine. 10 days 
W.R. plus 
Major and 6 weeks Petechiae. Osler’s Mitral and aortic 1 positive ; 100.8° Prontosil 10¢.cm.  b.d. | Temperature normal I week 
Leger nodes 7 further and 10 grammes. by after starting treatment, 
negative mouth. 2 transfusions, 7 further blood cultures 
each 500 c.cm. negative. Died 29 days 
after temperature had 
fallen to normal, and 12 
days after treatment with 
prontosil stopped. P.M, 
showed healing vegeta- 
tion on mitral valve. On 
aortic valve some Gram- 
positive diplococci deep 
beneath healed surface 
Andrews... 5 months Petechiae in crops. es . Negative 100° to 103° Sulphapyridine Immediate. | Temperature 
Osler’s nodes. Hae- fell to normal with each 
maturia. Cerebral course of treatment. Re- 
squint. Spleen plus mained normal after 
third. Petechiae and hae- 
maturia disappeared 
Hamman and 2 months Spleen plus. Blood | None. Vegetations | 3 positive; | 102° to 103° | Excision of arteriovenous | Immediate fall in tempera 
Rienhoff in stools in aneurysmal sac Strep. aneurysm between ex- ture and general im- 
viridans ternal iliac artery and provement. Discharged 
vein from hospital one month 
after operation 


organisms per c.cm. of blood in which it was found that 
each cubic centimetre of the patient’s blood was in fact 
capable of dealing with some thousands of organisms 
from a laboratory culture in addition to those constituting 
the septicaemia. The persistence of the septicaemia 
would therefore appear to be explicable only by multipli- 
cation of the organisms in the focus of infection and 
overflow into the blood stream. Confirmation of the 
correctness of this view is provided by the case of 
Hamman and Rienhoff (1935), in which an endocarditis 
localized in an aneurysmal sac was cured by excision of 
the aneurysm. It would seem that in those cases which 
are persistently bacteria-free the organisms are killed off 
as fast as they appear in the blood stream. This is 
probably associated with the presence of fewer organisms 
in the vegetations or with an infection by a less virulent 
strain (Wright, 1925 ; Keefer, 1937). 

In view of the fact that nearly all the cases recorded 
as having recovered—whether spontaneously or as a result 
of treatment—have been bacteria-free, it seems reasonable 
to expect that under suitable treatment with a member of 
the sulphonamide group of drugs many of these patients 
could be saved. I have treated two cases of bacterial 
endocarditis with sulphapyridine (M & B 693). In one, 
that of a woman aged 55, a pneumococcus had been 
isolated by blood culture. The immediate effect of the 
sulphapyridine was dramatic. The temperature fell to 
normal and remained normal so long as adequate concen- 
trations of the drug were maintained. This patient was 
in an advanced state when she came under observation. 
She died two weeks after starting treatment, and at 


necropsy a mural vegetation the size of a walnut was 
found in the right ventricle. It was clear that intravascular 
sterilization of such a mass was unattainable, and that all 
we had done was to diminish the degree of septicaemia, 
with corresponding amelioration of the symptoms. 


The second case, which is recorded below in greater 
detail, came under treatment at an early stage of the 
illness. The patient presented the clinical picture of endo- 
carditis lenta, and, in spite of the absence of bacterio- 
logical confirmation, treatment with sulphapyridine was 
instituted and the patient recovered. 


Case History 


The patient, a retired barrister aged 68, was first seen in 
October, 1938. He was then complaining of frequency of mic- 
turition, which on investigation proved to be due to a B. coli 
infection. This cleared up under treatment in a fortnight. On this 
occasion in the course of a general examination the presence 
of aortic regurgitation was noted. The radial pulse was col- 
lapsing ; the apex beat was felt in the fifth space, one inch 
outside the mid-clavicular line. A soft diastolic murmur was 
heard down the left border of the sternum. No mitral 
murmur was heard. The blood pressure was 200/70. As the 
lesion was symptomless and the life well regulated no special 
precautions *were taken beyond informing the patient's wife 
and arranging that certain long journeys should be discon- 
tinued. He remained in good health after this for eight 
months. He came under observation again on June 10, 1939. 
He was then in bed, and complained of gastric discomfort 
and pain in the legs, especially in the region of the joints. 
This began ten days previously, and he attributed it to the 
eating of mushrooms at his club. He said he had been 
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feverish for a few days after this, that the temperature had 
settled, and that he had then had a heavy dinner, which 
caused his temperature to shoot up again to 103°. 


EXAMINATION 


The patient was of spare build, with sallow complexion. 
His temperature was 101.2°. Numerous petechiae were 
present and new spots were found each day for the next two 
weeks. The extent of the rash may be judged from the 
observation that one could always count eight or ten spots 
on the abdomen and that it was most profuse on the legs. 
Under a lens many of the spots could be seen to have white 
centres. Frequent ectopic beats were noted. The aortic 
diastolic murmur had changed in character and could be 
heard all over the lower half of the sternum. There was a 
well-marked apical systolic murmur and the second pulmonic 
sound was exaggerated. The blood-pressure reading was 
190/60. Some abdominal distension was noted, and the tip 
of the spleen was just palpable some days later. Signs of 
the embolic process were not lacking. On the third day after 
the first observation he developed a dark discoloured patch 
on the inner side of the right ankle. The nature of this was 
not realized till typical Osler’s nodes appeared on the fingers. 
In the first week fan-shaped conjunctival haemorrhages and 
haematuria were also noted. Urinalysis on June 12 showed 
a specific gravity of 1014, albumin plus, moderate reduction 
with Fehling’s and Benedict’s solutions, and no evidence of 
ketosis. The deposit contained red blood cells and occasional 
leucocytes. A fasting blood-sugar estimation carried out in 
view of the glycosuria gave 262 mg. per 100 c.cm. The 
glycosuria was also probably embolic in origin, as it cleared 
in a few days, and the blood sugar is now normal. On June 
30, eighteen days after starting treatment, the patient suddenly 
developed signs of cerebral embolism, in the form of a 
paralytic divergent squint. The diplopia resulting from this is 
now his sole disability. 

A blood count taken on June 12 revealed haemoglobin, 95 
per cent.: red blood cells, 5,100,000 per c.mm.; colour index, 
0.9; mean diameter, 7.2 ~; white biood cells, 9,600 per 
¢.mm.—polymorphs 71 per cent., lymphocytes 20 per cent., 
monocytes 9 per cent. Platelets numbered 190,000 per c.mm. 
A blood culture taken on the same day was negative after 
seven days’ incubation. 


TREATMENT 


Sulphapyridine was begun on June 12. In all, three courses 
were given, using the oral method of administration for the 
first two and the intramuscular route for the third. Nausea 


not up to then noted any improvement in the patient’s general 
state, the temperature fell to normal and remained down. 
Constipation was a troublesome symptom throughout and 
necessitated frequent changes of aperient. A specimen of 
urine on June 26 still contained microscopical blood and some 
hyaline and granular casts. Convalescence was uneventful. 
He got up three weeks after the temperature finally settled. 
Seen on October 10, he was then acting as chairman of a 
military services hardships committee and also of an unem- 
ployment assistance tribunal. He walked to and from that 
consultation—a distance of four miles. He said he felt very 
well, though he thought he had been slow in picking up 
strength. The squint was less obvious. There was no increase 
of cardiac enlargement, though signs of well-marked mitral 
and aortic valve disease were present. The blood pressure 
was 190/70. The electrocardiogram revealed left axis devia- 
tion but no evidence of muscle failure. There were no 
petechiae and the spleen could not be felt. The urine revealed 
no albumin, blood, or casts on microscopical examination. 


Comment 


The amounts of sulphapyridine given in this case were 
inadequate when judged by the standard of dosage in 
common use, and yet there would appear to be no doubt 
that administration of the drug was the important factor 
in saving the patient’s life. Further, one is inclined to 
wonder whether the profusion of the embolic process, 
indicating as it must have done a considerable disruption 
of the bacterial focus on the endocardium, presented the 
optimum condition for access by the drug to the 
organisms. It may well be, indeed, that the final victory 
in the treatment of this disease will be won by the com- 
bined use of a sulphonamide derivative with some agent 
directed towards lysis of the early thrombotic foci on the 
heart valves (Best, 1938). 

In view of the published cases it seems clear that every 
case of bacterial endocarditis in which the identity of the 
invading organism can be determined should be treated 
by the suitable member of the sulphonamide group. Apart 
from the possibility of cure discussed above, life is pro- 
longed and great relief obtained from the drenching 
sweats, the limb pains, and other troublesome symptoms 
(Whitby, 1938a, 1938b). 

In cases of subacute bacterfal endocarditis failure to 

obtain a positive blood culture should not 


lead to delay in instituting treatment. It 


is the experience of nearly all observers 


that those cases which are found to be 


negative continue to be negative (Wright, 


1925 ; Cotton, 1920 ; Lewis and Grant, 1923 ; 


Grant, 1924; Libman, 1913, 1920). Further, 


if the views expressed above are correct 
it is in these  bacteria-free cases that 
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was a troublesome symptom, and was equally marked when 
the drug was given intramuscularly. For this reason the 
doses aimed at were not attained. The first course only was 
fairly successful: in five days the patient had 12 grammes. 
On the second occasion we had to be content with half this 
amount, administered in two days; and on the third we gave 
2 grammes intramuscularly, 


The temperature fell almost immediately on starting the 
first course (see Chart); after twenty-four hours’ administration 
it was normal. It remained normal so long as the drug was 
continued and for three days after stopping it; then it rose 
again. Simultaneously with this rise we resumed treatment, 
with a similar result. After the third series, although we had 


to obtain a positive blood culture. In cases 
presenting the triad of symptoms multiple 
embolism, endocarditis, and fever, sulphapyridine should 
be given immediately in adequate amounts (Maegraith 
and Vollum, 1938; Buttle, 1939; Segal, 1936). 


Summary 


A case is recorded of recovery from bacterial endocarditis. 
Treatment was by sulphapyridine. 


The diagnostic and therapeutic difficulties 
discussed. 


briefly 


My best thanks are due to Lord Horder, who kindly saw 
this case with me; to Dr. F. D. M. Hocking, who carried out 


af 
rom 
aa 
cat 
nor: 
mn 
eek : 
wie 
ha 
f 
.M 
a 
ach 
fier 
Tae 
ged 
nth 
= 
all 
‘er 
= 
in 
ic 
ali 
c 
wa 
as A / 
h 
ts, 
= 
= 


8 Jan. 6, 1940 


NOCTURNAL ENURESIS 


Tue BrRitTisH 
MEDICAL JOURNAL 


the pathological investigations ; and to the lady whose nursing 
skill and unwavering optimism contributed in no small 
measure to the patient’s recovery. 
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BY 
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D.P.M. 


Honorary Psychiatrist, Elizabeth Garrett Anderson Hospital, 
London 


The prevalence of nocturnal enuresis among children, 
especially of the poorer class, has been something of a 
revelation to those concerned with evacuation. Most 
mothers are very reticent about bed-wetting in their own 
children, and until the children were obliged to leave 
home the secret was so well kept that the high incidence 
of bed-wetters was not even guessed. 


The causes of bed-wetting are various, and therefore 
it is essential to investigate each case individually and to 
deal with it in relation to the cause rather than to the 
effect. The general attitude to this unfortunate habit is 
one of horror and disgust on the part of strangers and 
shamefaced acceptance on the part of the mother. 
Hostesses of evacuated children are sorely tempted to 
treat the offending child with reproach and punishment 
coupled with sarcastic references to his mother and his 

upbringing. 
Training in Cleanliness 


One of the commonest causes of bed-wetting is the 
lack of training in cleanliness in infancy and early child- 
hood. This is the fault of the mother, and may be due 
to sheer laziness or indifference or to an unconscious 
desire to keep the child dependent and a “ baby.” This 
latter motive is frequently unearthed when children are 
brought to child-guidance clinics and the cases fully 
investigated by experts. When a new baby arrives the 
mother’s attitude changes and she now wants the older 
child to become independent as soon as possible so that 
she may be free to look after the infant. She is therefore 
apt to begin to scold and punish the bed-wetter, quite 
failing to realize that she alone is to blame. If this treat- 


ment fails—and it usually does—the child may become the 
black sheep of the home, nagged and sneered at until his 


self-confidence is destroyed or until he feels that every § 


man’s hand is against him and that rebellion against life is 
his only means of escape. He is indeed fortunate if he 
comes to a clinic early, where his difficulties are under- 
stood and can be dealt with wisely. This lack of training 
is certainly the commonest cause and accounts for a large 
proportion of cases. 


It is noteworthy that bed-wetting is much more preva- 
lent among boys than among girls, and the reason for this 
has never been satisfactorily discovered. It is probable, 
however, that in many cases it is due to the greater indul- 
gence which mothers show to their sons and their wish 
to keep them closely attached to themselves. In such a 
case the obvious treatment is to get the mother’s confidence 
and co-operation and to enlist her help in patient training 
of the child to independence and self-reliance in every 
way. By holding up to the child the ideal of growing up 
as a privilege and a pleasure, and by giving him oppor- 
tunities for exercising responsibility and for self-expres- 
sion, he soon realizes that bed-wetting belongs to the 
“babyish” things which are unbecoming to his dignity 
and self-respect. 


It may be laid down as an axiom that, whatever the 
cause of bed-wetting, scolding and punishment should 
never be employed: first, because it never cures the 
trouble ; and, secondly, because it seriously damages the 
child’s personality and often results in a further regression 
to babyishness and a timidity and fear of facing life, 
or in a sense of grievance and injustice that it is being 
blamed for a thing of which it is not even aware and that 
it knows to be entirely out of its control. These attitudes 
of mind, if allowed to continue, lead to an asocial or 
anti-social outlook which may persist and hamper both 
the individual and the community in which he lives. 


Physical Causes 


Among the commonest of the physical causes of bed- 
wetting are the following: (a) Extreme acidity or alka- 
linity of the urine, and concentration of the urine so that 
it becomes irritant. In this connexion the attempt to cure 
bed-wetting by restricting fluids should be mentioned. 
Usually it makes matters worse, because it tends to pro- 
duce increased concentration of the urine and therefore 
to render it more irritant. This is certainly not a method 
to be used without medical advice and frequent testing of 
the urine. (b) Threadworms are also a fairly common 
cause. (c) In boys irritation of the prepuce by an accu- 
mulation of the greasy material normally found there is 
not unusual. The treatment is gently to draw back the 
prepuce with a moist cotton-wool swab and remove the 
smegma with olive oil. Zinc or some other bland oint- 
ment should be applied nightiy. (d) In girls there is not 
infrequently a vaginitis that leads to redness and inflam- 
mation of the parts around the opening of the urinary 
passage. Zinc sulphocarbolate or a mild mercury oint- 
ment is helpful in relieving this condition. (e) Where 
there is frequent passing of water by day as well as by 
night a cystitis is to be suspected. 


Psychological Causes 


The causes which are primarily due to the child itself 
are all psychological, but they are nearly all unconscious 
and not in any sense the child’s fault. These include: 


Mental Defect—A child whose mental development is 
retarded or permanently damaged by failure of the brain 


Jan 


to gr 
liness 
able 
be a 
that 
years 
invol 
nerve 
comn 
it cat 
the 
train 
It tak 
to le: 
quali 
or ill 
impo 
of pc 
En 
tant 
unco: 
can 
unde! 
emot 
tiona 
(i) 
moths 
or to 
(ii) 
of the 
its se 
babyi 
to be 
of se 
(iii) 
espec 
loss ¢ 
on cl 
been 
in a 
obvio 
child 
quent 
neces: 
act ni 
of re 
desire 
returt 
thing: 
realiz 
world 
uncor 
The | 
be th 
timid 
he m 
that | 
anno} 
has s 
his fi 
keys 
Sets 
(iv) 
hostil 
regar 
aggre 
Here 
confi 


accep 


who 
form 
of its 


— 


Jan. 6, 1940 


NOCTURNAL ENURESIS 


Tue BritIsH 
MEDICAL JOURNAL 


to grow normally seldom learns to acquire habits of clean- 
liness at the normal age. In severe cases it may never be 
able to learn. Among the evacuated children there will 
be a number who are of retarded mental development, so 
that their mental age may be several months or even 
years behind their actual age. Control of the bladder 
involves a complicated system of regulation between the 
nerves of the bladder and the brain which exercises 
command over them. The small child has to learn that 
it cannot give way to a desire to pass water immediately 
the nerves of the bladder wish to do so. It has to 
train these nerves to wait until a suitable moment arrives. 
It takes a shorter or longer time for the brain and nerves 
to learn to co-ordinate according as the brain is of good 
quality and as the emotional attitude of the child is well 
or ill disposed towards trying to gain this control. It is 
important to find out whether we are dealing with a child 
of poor mentality or one of normal intelligence. 


Emotional Attitudes —This is one of the most impor- 
tant causes of bed-wetting, and again is nearly always 
unconscious and out of the child’s direct control, but it 
can usually be modified satisfactorily by learning to 
understand the child’s feelings and guiding it to a better 
emotional reaction. The commonest undesirable emo- 
tional attitudes are: 


(i) Desire to remain a baby and to be protected by the 
mother or the nurse. This may be due to natural over-timidity 
or to the mother’s unwise coddling. 

(ii) Jealousy of a new baby and a desire to receive more 
of the mother’s attention. In any case in which the child sees 
its security threatened there is a tendency to retreat to a more 
babyish level of development. Thus a clean child may revert 
to bed-wetting under any condition of change or loss of sense 
of security. 

(iii) Evacuation to a strange home with strange people, 
especially separation from its mother. Here there is a great 
loss of the sense of security, and this will react unfavourably 
on children who are naturally timid, babyish, or who have 
been over-protected. Bed-wetting is therefore to be expected 
in a considerable proportion of this type of child. It is 
obvious that scolding and punishment are going to make the 
child much worse, as they will increase its fears and conse- 
quently its desire to regress to the security of babyhood. It is 
necessary to realize that unconscious motives make people 
act not in the way that is likely to be successful in the world 
of reality but in a way which would only bring the results they 
desire in a world of fantasy. Thus the unconscious desire to 
return to babyhood cannot be gratified in fact, but only makes 
things worse. It is important to try to help the child to 
realize this and encourage his interest and confidence in the 
world of reality so that he may be willing to give up his 
unconscious fantasy and learn to enjoy taking his part in life. 
The first approach to the bed-wetter should therefore always 
be that of a friend who wishes to help. If the child is very 
timid or very ashamed, or if he has been spoilt by his mother, 
he may resent the attempt to gain his confidence and feel 
that he is being “ got at.” The adult must not feel or show 
annoyance at such a rebuff, but should feel pity that the child 
has suffered so much that he has become suspicious even of 
his friends. Great patience and great sympathy are the only 
keys to unlock the barriers of reserve that the frightened child 
sets up as his defence against a terrifying world. 

(iv) In a few cases the unconscious motive will be one of 
hostility and revenge towards the adults, whom the child 
regards as enemies. Fear in the case of a person of naturally 
aggressive temperament usually manifests itself in rebellion. 
Here again the proper treatment is to try to gain the child’s 
confidence and to direct his aggression into secially useful and 


acceptable channels. Occasionally a child will be met with 


who is consciously rebelling and whose rebellion takes the 
form of nocturnal enuresis. Even here punishment will fail 
of its object, because the underlying motives are the same and 


it is even more important to readjust the child’s outlook to 
society, as it is of this type that delinquents are made. 


Treatment of Nocturnal Enuresis not due to Gross 
Physical Causes 


Plenty of fluid should be given in the early part of the 
day, but very little at the evening meal and none after it, 
unless the child complains of thirst, when it should be 
allowed to sip water. Tea is especially stimulating and 
therefore should be taken weak and avoided after four 
o'clock in the day. The child should sleep in a well- 
ventilated but not too cold room; the bedclothes should 
be light but warm. Night garments, especially pyjama 
trousers, should be so large as not to cause pressure or 
irritation. In many cases raising the foot of the bed a 
couple of inches will help by relaxing pressure and conse- 
quent irritation on the sensitive neck of the bladder. 


A chamber pot of suitable size (this is very important) 
should be placed on a chair beside the child’s bed so that 
he can see it. A dressing-gown and bedroom slippers, 
when these are available, should be beside the bed so that 
he does not get chilled from standing on the cold floor, 
or a small mat may be placed beside the bed. Sudden 
chilling will check the desire to pass water, and this may 
explain why some children fail to pass it when roused 
from sleep but pass it soon afterwards on returning to 
their warm beds. The child should pass water immedi- 
ately before going to bed and should be roused again in 
three or four hours. He should be thoroughly wakened 
in spite of protests and required to remain on the pot or 
out of bed until he has passed water. It is not satisfac- 
tory to expect a child to go to a toilet: the pot should be 
close at hand. 

It is good practice for all children to assist in making 
their beds, and this is particularly true of the nocturnal 
enuretic, as it gives him the practical evidence of the 
unpleasantness of handling wet and smelly bedclothes 
and shows him the extent of damage to mattresses and 
blankets. It is noteworthy that the physical discomfort 
of wearing wet garments does not seem to be a deterrent 
to either the nocturnal or the diurnal enuretic. The 
mattress should be protected by a mackintosh sheet 
which should be placed next to the mattress and under- 
neath a thin blanket and the sheet. If this is done there 
is no danger of the child’s catching cold, and this practice 
is universally followed in children’s hospitals. It is note- 
worthy that one of the largest organizations dealing with 
resident convalescent children states that up to the age of 
7 nocturnal enuresis once or twice a week is looked upon 
as almost normal. Theoretically the age at which a child 
should be clean at night varies from 18 months to 2 years. 
Occasional bed-wetting is not exceptional up to 5 years 
of age, but persistent bed-wetting after this is definitely 
abnormal. 

Medicines most commonly used include bromide and 
belladonna, which in certain cases are helpful. Ergot, and 
more recently ephedrine, have also been tried with some 
success. 

Diurnal Enuresis 


Enuresis in the daytime after the age of 5 years must defi- 
nitely be regarded as deliberate naughtiness and treated 
with firmness. Punishment should be of the constructive 
kind, and should take the form of withdrawal of privileges 
wherever possible—for example, withholding of a sweet or 
some special treat. This gives the child a positive motive 
for co-operation. Punishment should preferably take place 
on the spot and should not be delayed or prolonged ; 
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it should always be associated with an attempt to under- 
stand the child’s emotional reactions, which are the under- 
lying cause of this form of maladjustment to society. 

In a certain number of cases in which the child is obvi- 
ously not adapting itself happily to the changed conditions 
of life away from home and is not settling down in its billet 
it would be of great value to remove it, at least for a time, 
to a special environment where it would be under the care 
of people who are accustomed to the handling of children 
and who could help to readjust it and train it in habits of 
cleanliness. Certain organizations are concerning them- 
selves with the provision of such accommodation and with 
investigation of the nature and extent of the problem. 
These include the Mental Health Emergency Committee, 


- which has been formed of representatives of the Central 


Association for Mental Welfare, the Child Guidance 
Council, the National Council for Mental Hygiene, the 
Association of Mental Health Workers, and the Associa- 
tion of Psychiatric Social Workers, and whose address is 
24, Buckingham Palace Road, London, S.W.1; and the 
Invalid Children’s Aid Association, 19, Kensington Gate, 
London, W. 


Conclusion 


It will be seen that the problem of enuresis is one of 
great complexity, and not a matter that can be dealt with 
by any rapid or rough-and-ready methods. This is un- 
fortunate, because it is a very practical and real difficulty 
at the present time, and is causing great annoyance and 
damage and extra work to the hostesses of evacuated 
children. A magic is greatly needed, but, alas! no magic 
is available. On the contrary, each case must be treated 
on its merits, and demands both time and patience as well 
as insight and understanding. 


The social worker and the teacher are the two people 
who can do most to help: the social worker because she is 
in touch with the child’s new home and his hostess and 
her family, and the teacher because she is in touch with 
the child and is the only link with his past life. Many 
cases will respond to a friendly approach and to the oppor- 
tunity to talk freely to a sympathetic listener. All child- 
guidance experts will recall cases in which a single inter- 
view has been sufficient to change the child’s whole outlook 
to life and to work a seeming miracle, so much does it mean 
to a child to feel that he is understood. Others will take 
much time and patience, and yet others should be referred 
to special clinics for guidance. It is better to refer a child 
unnecessarily than omit to refer one who needs special- 
ized treatment. It is obvious that in all receiving areas 
such clinics should be available and also that all social 
workers and teachers should have guidance by means of 
pamphlets or talks with discussion, or preferably both, in 
the handling of the children’s and hostesses’ difficulties. If 
this is done the evacuation may prove a blessing to many 
children and lead to far better opportunities of personality 
development than they would have had in their own 
homes ; but if the children are mishandled now it will prove 
a national danger and will sow the seeds of temperamental 
instability, of asocial or anti-social behaviour, and thus lead 
to serious psychological damage to the coming generation. 


Summary 
The prevalence of nocturnal enuresis is discussed, particu- 
larly in connexion with war-time dispersal. 


The importance of training in habits of cleanliness in 
infancy and early childhood is stressed. 


A survey is made of the physical and psychological causes 
of bed-wetting. 


The treatment of the condition is outlined. 


TREATMENT OF MENTAL DISORDERS 
WITH MALE SEX HORMONE 


BY 


ARTHUR GUIRDHAM, M.A., D.M., B.Sc., D.P.M. 


Medical Superintendent, Bailbrook House, Bath 


The record given below of patients treated with sex 
hormones contains, with one partial exception, no case 
in which there was any physical indication, such as hypo- 
gonadism, for hormone treatment. The paper includes 
the case histories of males treated with testoviron (testo- 
sterone propionate) and proviron (androsterone benzoate), 


Case I 


A man aged 53 had previously been a certified patient in 
another mental hospital, where he was acutely excitable and 
noisy. Before coming under my care he had also had pro- 
longed psychotherapeutic treatment without any tangible 
result. It was clear from his history that his psychopatho- 
logical reactions began as a young boy over forty years 
previously. The family history was bad. One parent was at 
least psychoneurotic, and the mother had been in a mental 
hospital. 

The patient was admitted in a state of acute anxiety, with 
Obsessional traits. Obsessional doubt was a paramount 
feature of his illness. He was markedly paranoid, and, despite 
repeated assurances that he was in the hospital for treatment, 
held that he was here as a punishment and because he had 
annoyed his relatives. His paranoid tendency was so pro- 
nounced as to make him inaccessible to psychological treat- 
ment, which was abandoned. His ideas of persecution were 
such that one night he made his way out of the window of 
his room, below which there was a drop sufficient to endanger 
his life. He was rescued from this predicament by an 
attendant at considerable risk to the latter. It was impossible 
to be certain whether this was an attempt at suicide or 
escape. 

The patient’s condition detericrated, and a bad prognosis of 
paranoia was made. He was given testoviron (5 mg. daily) 
by intramuscular injection on twenty occasions. He showed 
mental and physical improvement towards the end of his 
course of injections. The improvement became more notice- 
able about a fortnight after these were discontinued. His 
paranoid tendency diminished quickly. His anxiety de- 
creased, he became restful and quiescent, and his symptoms 
of obessional doubt diminished considerably, so that he no 
longer spent hours pondering whether every helpful reassur- 
ance made to him implied its dreadful opposite. He was 
able to transact the business necessary to enable him to return 
to his profession, whereas when previously he was advised to 
send on an ordinary income tax form to his solicitor he 
remained for days in a state of indecision, anxiety, and 
increased psychomotor restlessness, refusing to part with the 
form, yet dreading its presence in his bedroom. 

He gained 3 Ib. during treatment, and was discharged six 
weeks after ending his course of injections. Hesitation in 
diagnosing a true “pure culture” paranoia is proverbial. 
1 do not assert that the case came within this category. I 
am satisfied, however, that for some weeks his paranoid 
tendency was emphatically psychotic. I have never seen a 
paranoid tendency to such a degree, occurring in clear con- 
sciousness in a patient at any rate superficially rational, which 
cleared up so rapidly. 


A very interesting feature in this case was that the first 
beneficial mental effects from the treatment embodied 
a rapid transition from a psychotic to a psychoneurotic 
state. One was able to note, in the course of a few days, 
delusions becoming obsessions—for example, the patient’s 
positive false beliefs that different horrors were imminent 
changed rapidly to a preoccupation with the mere 
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possibility of their occurring at some future date. Then, 
finally, his acute anxiety and obsessive tendencies were 


dispelled. 
Case II 


This patient, a man aged 26, had a history of increasing 
mental ill-health for six years. During this period his powers 
of concentration and memory diminished and he developed 
a profound inferiority feeling, caused by repressive home 
influences and successive misfortunes in failing to secure and 
maintain suitable employment, and actually precipitated by 
conflict over attempts to abandon masturbation. He per- 
formed compulsive acts, leaping over obstacles, even chairs 
outside a furniture-dealer’s shop, and vaulting over pillar- 
boxes irrespective of passers-by. He was referred to me 
after being apprehended for entering several houses and 
appropriating various articles. ’ 

There was a neuropathic trait in the family history. One 
brother committed suicide. The patient was retarded, list- 
less, and depressed, with strong expiatory ideas, desiring to 
be punished as an enemy to society and hallucinated in that 
he heard voices announcing that he was a worthless individual 
and unable to work. Under treatment he became busily 
occupied, but continued to demonstrate his tendencies to 
compulsive acts, and, at a period when he was no longer 
hearing the voices referred to, expressed his belief that they 
would return to torment him if he ceased working hard. 

He was given intramuscular injections of testoviron (5 mg.) 
daily for thirty-three days. Despite hard physical work 
during this period he gained 5 lb. Mental improvement 
was definitely noticeable in the course of his injections, but 
attained its maximum about a fortnight after their cessation. 
He ceased to be hallucinated, worked hard for his own 
benefit, and, though desirous of pleasing those in charge of 
him, was impelled to do so more by courtesy and good nature 
than at the behest of his obsessional tendencies. He became 
cheerful and self-confident, and very helpful and kindly to 
patients older and more infirm than himself. He took a 
keen interest in his prospects of employment, and at my sug- 
gestion attended lectures in anatomy and physiology given 
to the nurses, because 1 had advised him that, in virtue of 
his reawakened interest in and sympathy with others, he had 
qualities very useful in the making of a good male nurse. 
He left my care five and a half weeks after ending his course 
of injections, being called up from the Reserve to do two 
months’ training in virtue of his previous colour service. 


This was a case in which the patient improved far beyond 
my most sanguine expectations, for, in addition to the 
grave medico-legal complications, his case was serious 
because, in addition to profound obsessional tendencies, 
he showed early signs of schizophrenia. 


Case Ill 


This patient, a man aged 74, was admitted suffering from 
acute melancholia, with delusions of financial ruin, and hypo- 
chondriacal delusions, chiefly that there was an obstruction 
to the passage of food from his mouth to his stomach, which 
latter belief so developed that for weeks on end he had con- 
stantly beside him a receptacle from which he could not be 
separated and into which he spat incessantly, asserting that 
what he ejected was food unable to pass into his stomach. 
His physical condition was bad. He had glycosuria, result- 
ing from chronic interstitial pancreatitis, and extreme cardio- 
vascular degeneration, with mitral stenosis and gross impair- 
ment of the peripheral circulation. This latter condition was 
SO severe in his feet that it was agreed, in consultation with 
the specialist called in to investigate his circulation, that their 
State was pregangrenous, and measures were taken to prevent 
gangrene supervening. 

He was given a course of twelve testoviron injections 
(5 mg.) every fourth day, and seemed better physically and 
more cheerful and alert mentally ; but the improvement was 
not enough to impress me, except in one particular: the 


testoviron seemed definitely to have a beneficial circulatory 
effect and to abort the tendency to gangrene of the feet. 

Three and a half months later I put the patient on a course 
of proviron (5 mg.) every fourth day for twelve doses. 
After the cempletion of treatment there were signs that 
he was more cheerful, and capable of displaying an interest 
in matters other than those concerned with visceral function. 
One hesitated to exaggerate what might have been no more 
than a transient improvement in to all intents and purposes 
a hopeless illness, but after a month this improvement was 
unmistakable. He continued to improve steadily during a 
period of three and a half months, in which time he gained 
7+ Ib. He was now able to describe spontaneously his 
previous ideas apropos financial ruin and oesophageal ob- 
struction as delusions. 

He left the hospital, and some weeks later his wife informed 
me that his depression had gone, that his improvement was 
amazing, and that he was able to sing duets with his daughter. 


I could not trace the improvement in this case to any- 
thing other than the proviron. The recording of a case 
of this description may seem undramatic and unoriginal, 
but the vast majority of psychiatrists would agree that 
anything other than the most inconsiderable alleviation 
of symptoms, except the superficial pseudo-improvement 
associated with the blurred outlines of a supervening 
dementia, could not be expected in a case of melancholia 
with delusions of visceral function and financial ruin in a 
grossly arteriosclerotic old man of 74. 


Case IV 


This man, aged 24, showed profound anxiety symptoms, 
and had intense indefinable dreads and also at times the fear 
of dying. Sometimes life seemed as though “coming to a 
stop.” In addition he had somatic symptoms of anxiety, 
chiefly tachycardia, giddiness, and tremors of the limbs. His 
systolic blood pressure was 42 points in excess of the normal 
for his age. There was no physical cause for this other than 
the imbalance of the vegetative nervous system concomitant 
with his anxiety state. He had intervals during which every- 
thing “went queer” and death “seemed imminent.” These 
attacks were ushered in by numbness in the legs. He was 
intensely preoccupied with the working of his heart and 
lungs, being terrified lest the former should stop, and saying 
that his pulse did not beat as it had formerly. He asserted 
that his breath seemed “at its lowest ebb.” He was intensely 
hypochondriacal, and thought it possible that he might have 
appendicitis or cancer or tumour of the brain. 

Alternating with these anxiety attacks were periods in which 
he was without interests external to the working of his own 
organs and in which he could discuss his symptoms with a 
fatuous smiling indifference. He had an acute social sensi- 
tivity, and was always worried as to what people thought 
about him. He was unable to follow his occupation, and 
despite his age showed a profound and clinging dependence 
on his mother. 

He was given testoviron (5 mg.) alternating with proviron 
(5 mg.) by intramuscular injection every five days for eight 
injections. He began to show considerable improvement 
about ten days after the first ccurse of injections was com- 
pleted. His improvement continued steadily for about three 
weeks, when the maximum benefit was noticed, following 
which he had a recrudescence of symptoms in a milder form 
six weeks after finishing the first course of injections. A. 
second course alternating as before was begun. His symp- 
toms abated during this course of six injections, after which 
he became what his doctor described as a “he man.” He 
worked hard at his job, was intensely social, and was 
unrecognizable as the profoundly hypochondriacal individual 
before treatment was initiated. Formerly a source of concern 
to his mother because of his intense hypochondria and lack 
of interest in anything beyond the horizon of his visceral 
functions, her present anxiety is that his gaiety and social 
activities are somewhat beyond what she cares to countenance. 
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Discussion 


The important fact to be noticed is that in two of these 
cases the prognosis was considered hopeless, in the third 
it was grave in virtue of the insidious development in a 
young man of schizoid signs, and in the fourth the 
psychoneurotic signs were present to a degree which 
paralysed productive activities and acted as an insuper- 
able bar to ordinary pleasures. The absence of specifics 
for mental disorder is an accepted and lamented fact. 
In the cases above mentioned conditions of undoubted 
gravity have been remedied. The method has the advan- 
tage of a physiological justification lacking in more 
dramatic methods of treatment. Therapy with sex 
hormones is a rational procedure in post-climacteric con- 
ditions such as Case I and in schizoid states such as 
Cases II and III. Its mode of operation where the picture 
is tinted largely with psychoneurosis, as in Cases II and 
IV, is less readily understandable. I believe that the 
form of psychoneurotic symptoms is largely determined 
by the degree of stability shown by the vegetative nervous 
system, and this, in its turn, is dependent on glandular 
activity. On these grounds one obtains at least a hint 
of how these therapeutic agents act in the amelioration 
- of psychoneurotic symptoms. It does seem possible, how- 
ever, that sex hormones of the potency used in the treat- 
ment of these cases have a general dynamic action in 
producing a more healthy affective tone in psychological 
disorders of divergent types. 


In all these cases except Case II I am satisfied that 
to the sex gland extracts alone could the remarkable 
improvement be ascribed. In Case II psychotherapy was 
definitely of value, but the remarkable speed and extent 
of the improvement were due to the hormone therapy. 


Glandular therapy, largely on the shot-gun basis, with 
a preliminary barrage of faith, has been known to the 
profession for a decade as a line of treatment in mental 
disease. I myself have experimented before with 
glandular extracts of the most diverse nature, alike only in 
the extravagance of the claims made for them and in 
their uniform uselessness. I am quite convinced that the 
pure hormone products used in these cases are of a 
potency and usefulness such as I have not encountered 
before in the treatment of psychiatrical conditions by the 
older gland extracts. It may well be that in this direction 
lies a future hope jn the treatment of psychotic conditions. 
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As is common knowledge, the strain of war conditions is 
playing much havoc among people suffering from nervous and 
mental illness. To assist them the Mental After Care Asso- 
ciation is having to expend money far in excess of its previous 
experience, because a special function of this organization is 
to give practical help to the incipient mental patient. War 
weariness and unemployment tend to affect a large number of 
men and women who, but for the extra tax put upon their 
nervous systems, would not break down, and those are in- 
creasing in number as time goes on. Last year the association 
dealt with over 4,000 patients, and in order that the work 
may be carried on to its full standard of efficiency in pro- 
viding convalescence, work, tools, clothing, etc., to those in 
need, funds are urgently required, and the secretary, Miss 
E. D. Vickers, Room 354, Grand Buildings, Trafalgar Square, 
_ London, W.C.2, will gratefully receive any donations or give 

fuller particulars. 


THE SURGICAL TREATMENT OF 
TRIGEMINAL NEURALGIA* 


BY 


G. F. ROWBOTHAM, F.R.C.S. 


Research Scholar, Neurosurgical Department, Manchester 
Royal Infirmary ; Neurosurgeon, Christie Hospital, 
Manchester, and Salford Royal Hospital 


Trigeminal neuralgia is one of the aristocrats of medicine ; 
it has a noble inheritance extending far into the past; it 
knew Avicenna and was nurtured in the faces of monks 
and distinguished ladies, and now, in its maturity, it has 
chosen its trigeminal home in healthy stock irrespective of 
social or professional distinction. Tic douloureux con- 
notes a clinical syndrome of severe spasmodic pains in 
the face and does not imply a precise pathology, although 
there are not wanting abundant suggestions as regards 
its actual parentage. 


My remarks are not concerned with those pains which 
can be attributed to a demonstrable pathological lesion 
and which can often be cured by the removal of a septic 
tooth, drainage of a paranasal air sinus, or the enuclea- 
tion of an acoustic neuroma. It is rare for neurosurgeons 
to be confronted with such easy problems: the cases have 
usually been previously sorted out; certainly many of 
these patients are edentulous. 


Various Operative Procedures 


Many drugs have been used which control the severity 
of the pain, but they are never curative. Even the oppor- 
tunity to live under ideal conditions is of little avail, 
change to a more favourable climate being just as likely 
to make the pain worse as better. Surgery offers a cure, 
and it is a blessing that something can relieve these 
terrible pains. All kinds of operations have been used 
(see Figs. 1, 2, and 3): avulsion of or alcohol injection into 
the supra-orbital, infra-orbital, and inferior dental nerves ; 
alcohol injections into the ganglion and into the trunks 
of the second and third divisions ; intracranial neurectomy 
in trunks 2, 3, and | in this order of frequency ; posterior 
root section in the middle and posterior fossae; and 
division of the trigeminal tract in the medulla oblongata. 
All these manoeuvres have been used by me at one time 
or another. The surgical attack naturally has developed 
from without inwards, from something easy to something 
technically difficult in an attempt to procure precision of 
section and permanency of result and to avoid trouble- 
some complications and unpleasant sequelae. Section or 
alcohol block of the nerve trunks in front of the ganglion 
usually gives temporary results lasting at most two years. 
Complete destruction of the ganglion by alcohol is per- 
manent and the injection is a relatively simple manceuvre ; 
its fractional or partial destruction by alcohol is extremely 
difficult, and to acquire the skill many years of practice 
are necessary. Root section, whether in the middle or 
the posterior fossa, has two great advantages: fractional 
or partial division of the nerve can be made with pre- 
cision and the motor root can be conserved. Complete 
anaesthesia of the cornea exposes this membrane to the 
dangers of trophic ulceration, with resulting opacity, irre- 
spective of the method of denervation employed. Fortu- 
nately, this serious complication never occurs when the 
nerve supply to the cornea is not severed, and this is 
why fractional root section with sparing of the ophthalmic 
fibres is so important an addition to the modern opera- 
tive technique. Facial paralysis occurs in a_ variable 


* Read to the Section of Surgery at the Annua! Meeting of the 
British Medical Association, Aberdeen, 1939, 
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percentage of cases after the extradural approach through 
the middle fossa, even though the dural envelope has been 
separated by sharp dissection from the great superficial 
petrosal nerve as it lies on the petrous bone. It is a drag 
on the petrosal nerve which injures the facial nerve ; but 
no permanent damage is done, and the facial weakness 
nearly always recovers. In the posterior fossa the occur- 
rence of facial paralysis is not fortuitous, depending on 
chance anatomical variations. The facial nerve can be 
seen and set aside ; paralysis, :f it does occur, is permanent. 

Trigeminal tractotomy has the advantage that the face 
is not left unpleasantly numb, because the fibres of pain 
and temperature are severed, most of the pathways of 
touch being spared. However, the operation is relatively 
dangerous: the section is not guided by completely trust- 
worthy landmarks as it is in root section, and convales- 
cence is far from smooth. It is an operation to be used 
on few and special occasions, its only definite indication 
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Fic. 1—Drawing by Miss Dorothy Davison showing the 
extradural exposure of the trigeminal nerve through the 
middle fossa. (See also above diagrams.) 


being in cases of bilateral neuralgia when the first side 
has already been denervated and keratitis has supervened. 
In cancerous patients with pains in the cervical, glosso- 
pharyngeal, and trigeminal nerves it is a much more useful 
procedure, because by its means the necessary manipula- 
tions can be done in one relatively small operative field. 
The values of alcohol injection and posterior root section 
have for many years been discussed with some freedom. 
Controversy is likely to exist for a long time still, because 
the assessment of the two methods does not rest entirely 
on scientific data ; it depends to a great extent on personal 
considerations—the natural skill of the operator, his mode 
of training, and his temperament. If there are no specific 


contraindications to the giving of a basal anaesthetic 
followed by gas-and-oxygen—and these are very few— 
then I believe root section is the better method. 
Certainly fractional root section should be done in those 
cases in which the pain is not in the ophthalmic fibres, 


_ because by this method the nerve supply to the cornea 


can be conserved and keratitis avoided. 


Relative Merits of Methods of Approach 
On the relative methods of the extradural approach 
through the middle fossa and the intradural approach 
through the posterior fossa many divergent opinions are 
held. Both are excellent operations. In my series the 


Fic. 2.—Drawing by Miss Dorothy Davison showing the 
intradural exposure of the trigeminal nerve through the 
posterior fossa. 

= Motor root of fifth nerve. B = Petrosal vein. C = 
Acoustic nerve. D = Facial nerve. 


= 


Fic. 3.—Diagram showing the various sites of alcohol block 
and of nerve section (A, B, C, D, E, F) used in the treatment 
of tic douloureux. 


former has been the methed of choice because it gives a 
wider margin of safety and because a better orientation 
of the posterior root can be obtained. The slightest 
technical error in the posterior fossa is likely to lead to a 
fatality; fractional modality section is not possible 
because the nerve fibres as they near the pons varolii do 
not become arranged into the physiological groups of 
pain, temperature, and touch. The operation is a “ fair 
weather ” one: everything must run smoothly ; and par- 
ticularly the operator is dependent on efficient anaesthesia, 
because the slightest rise in tension in the posterior fossa 
will make the exposures of the nerve impossible or 
extremely dangerous. 
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Conclusion 


The final results as regards the relief of pain are not 
controversial—they are excellent; and with a careful 
selection of cases at least 95 per cent. will be good. No 
elaborate measurements are necessary to gauge the nature 
of the results, which are obvious: the patient is happy, 
his expression changes, his mode of life becomes normal, 
and his relatives are satisfied—no mean factor in the 
assessment of post-operative results. 

In the neurosurgical clinic of the Manchester Royal 
Infirmary 800 people have been treated with only two 
fatalities ; | have done over a hundred major intracranial 
operations on the trigeminal nerve in non-cancerous 
patients, including six tractotomies, withouf a single 
operative death: these are the facts. 


Summary 

A survey is made of the various methods of surgical 
approach in the treatment of trigeminal neuralgia. 

In assessing the relative values of alcohol injection and 
posterior root section it is submitted that the latter is the 
better method. 

The merits of the extradural approach through the 
middle fossa and the intradural approach through the 
posterior fossa are compared. 

. The results of surgical treatment of 800 cases are given. 


Clinical Memoranda 


The Segmental Pain of Diaphragmatic 
Irritation 


The following case of perforated pyloric ulcer is of 
particular interest as it illustrates the referred pain of 
diaphragmatic irritation produced by artificial means. 

The patient, a man aged 46, returned home at 9.40 p.m., 
when he was suddenly seized with agonizing pain in the 
epigastrium and chest. He was said to have fainted with the 
pain. On recovering he drank a glass of hot water, which he 
immediately felt trickling down to the left side of his ribs, 
followed in a few seconds by an acute pain, first in the supra- 
spinous region of the shoulder, then on top of the shoulder, 
and finally up the side of the neck behind the sterno-mastoid 
muscle. At operation a perforated duodenal ulcer was dis- 
covered and sutured. It seemed from the site of the ulcer that 
any irritation of the diaphragm would have been on the right 
side and not on the left. Convalescence was uneventful except 
for a complaint of pain under the left costal margin for two 
to three days after operation, but without rise of temperature 
or other untoward signs. 


The interest of the case lies, first, in the production arti- 
ficially of referred diaphragmatic pain on the left side 
from a perforated duodenal ulcer, and, secondly, in the 
sequence of the referred pain. Clinically it has been noted 
that there is a correspondence of nerve distribution over 
the diaphragm and the-area of the acromio-clavicular 
region, so that irritation of the diaphragm medially is 
thought to refer to the top of the shoulder (Cope, 1932), 
but the sequence in this case would make one think that 
probably this is not so. Following the flow of irritating 
fluid from right to left it would seem that the medial 
portion of the diaphragm gave a referred pain to the supra- 
spinous region (this is where the pain was first felt), that 
as the more lateral area was affected the pain was referred 
to the top of the shoulder, and that proceeding laterally 
towards the left border of the diaphragm the referred pain 
was felt up the neck in the posterior triangle. 


Normally the phrenic nerve is made up of fibres chiefly 
from the fourth cervical nerve, and so it is thought that 
referred pains are transmitted through the cutaneous 
branches of that nerve, probably by the chief acromial 
branch, “ which passes over or through the insertion of 
the trapezius muscle and over the outer third of the 
clavicle to the shoulder ” (Cunningham, 1909). The pain 
up the neck might be explained by the fact that the phrenic 
nerve sometimes receives a twig from the third cervical 
nerve, and so pain might be referred by the cutaneous 
branches of the small occipital nerve, which is derived 
from the second and third cervical nerves. 


Highgate, N. W. Lees TEMPLETON, M.D. 
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Use of Evipan in a Case of Loss 
of Memory 


Cases of loss of memory are quite frequent and are often 
mentioned in the daily press. The symptom is usually a 
manifestation of a hysterical reaction, and there has 
commonly been something desperate in the history which 
it was essential for the patient’s peace of mind that he 
should forget. Though these patients usually will remem- 
ber their names and circumstances after twelve to twenty- 
four hours of rest, it may sometimes be of great advantage 
to make them remember sooner. Direct questioning is 
very rarely successful. A light evipan narcosis has been 
found to remove inhibitions and resistance, and the fol- 
lowing case is cited as an example of how quickly the 
necessary data can be obtained by a simple method which 
is not widely known. : 
Cast History 


An elderly woman was brought into hospital by ambulance. 
She was crying, and looked extremely exhausted. She had 
been found wandering in‘the streets and taken to the police 
station before removal to hospital. She was obviously in 
great distress, and it was pitiful to see her trying to remember 
her name and particulars. Her complete amnesia made 
further questions useless. On physical examination no abnor- 
mal signs were discovered. The patient's arm was _ pre- 
pared and a warm 10 per cent. solution of evipan was slowly 
injected intravenously. She was asked to count, and when 
her voice became indistinct she was questioned in a loud 
and firm voice. The analysis lasted for twenty minutes, and 
6 c.cm. of evipan solution was used. 

After considerable mental resistance had been overcome by 
repeated questioning she divulged her name, age, and address. 
Further questioning revealed that she had left her home in 
the afternoon to go shopping. After having made several 
purchases she continued walking until she was taken to the 
police station, ten miles from her home. She had been 
walking for five hours. Her home life was extremely un- 
happy. She had five children, whom she loved very much, 
but her husband was a drunkard and used to maltreat her. 
She refused divorce as she did not want to bring disgrace on 
her family. Two days before the present attack she found 
out that her husband had been unfaithful to her. This shock 
proved too much for her, and the subconscious desire for 


escape from this intolerable position resulted in the present ’ 


fugue. 

’ Her relatives were called and the exact position explained 
to them. One hour after the injection she woke up and 
wanted to know where she was. She was feeling very tired 
but otherwise quite well, and quickly regained her orientation. 
She recognized her children at once and was able to return 
home with them. 

Eric FRANKEL, M.B., B.S., 


Resident Medical Officer, Acton 
Hospital. 
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PSYCHOSOMATIC MEDICINE 

Sketches in Psychosomatic Medicine : Nervous and Mental 

Disease Monographs. No. 65. By Smith Ely Jelliffe, M.D. 

(Pp. 156. 3 dollars.) New York: Nervous and Mental 

Disease Publishing Co. 1939. 

Dr. Smith Ely Jelliffe has always been a law unto himself. 
He rushes breathlessly along from one topic to another, 
yet quite unabashedly repeats himself ; he surely never 
uses a blue pencil. He doesn’t read his proofs carefully, 
and he repeatedly tantalizes us with Rudyard Kipling’s 
“ That’s another story ” just when we are hot on the trail. 
The interesting point is that not only does he know that 
he does these things but he knows why he does them. 
Thereby he illustrates the title of this book. He says 
he is conscious of a drive to get the largest number of 
words out of every breath he exhales ; “ Thus unwittingly 
and even when I became aware of the practice, I have 
been hyperventilating all the time I talk. ... At times 
I talk too much. . . . In my writing the sentence forma- 
tion tends in the same direction. . . . I seem to wish to 
get it all down in one large philosophical whole... . 
Such a drive is undoubtedly a remnant of . . . a striving 
to surpass my father. He, among other things, was a 
trained elocutionist. I never became one.” Dr. Jelliffe 
suffers from spasmophilia, which he attributes reasonably 
enough to this overbreathing ; and in consequence his 
output of calcium exceeded his intake. The deficit was 
made good from his skull bones, which on x-ray examina- 
tion were literally riddled by “ pickpockets,” as in Paget's 
disease. An engaging confession, leading from tempera- 
mental make-up to structural change, an idea which 
permeates this book. At first the physiological disturb- 
ances induced by emotional conflict are reversible, but 
in time organic changes occur which are irreversible, or, 
as he forcibly expresses it, ““ Behaviour pattern has eaten 
its way into anatomical pattern and will not be recalled.” 
The moving finger writes, and, having writ, no amount of 
psycho-analysis can then change the situation. 

We were particularly interested in three ideas he 
advances. First, a conversion symptom may prove the 
most economical and least dangerous type of reaction for 
a psychoneurosis to adopt. Dispel that symptom—that is, 
deprive the patient of its cover and support—and a 
psychosis may result. Secondly, he believes that a guilt 
complex may incite the patient to demand a mutilating 
Operation: “If thine eye offend thee pluck it out” is a 
saying which goes very deep into the unconscious. Yet 
not altogether unconscious, for, as Professor Wood Jones 
has pointed out, such demands on the part of the psycho- 
neurotic did not occur before the discovery of anaes- 
thetics and antiseptics converted a terrible ordeal into an 
Opportunity of being the centre of attraction for a few 
weeks. One might add that pre-anaesthetic surgery gener- 
ally concerned itself with the obviously organic ; there 
was no mystery to urge the surgeon on to “look and see.” 

Unlike the others, the third idea is not grim. “In 
embryological simile the human being relives in the 
amniotic waters of the mother’s uterus the majestic span 
of its advance from protozoon to man, a billion years. 
This is something not to be forgotten every time one gets 
into one’s bath and relaxes and regresses; . . . the best 
refuge for ... the nervousness of much modern life. 
.. [Though] no Newtonian physicist, even primitive 
man could not have gone into water without recognizing 
that he was relieved of a heavy load. . . . Because of his 


release from gravity in his bath something within Archi- 
medes was loosened ” and illumination came to him. Dr. 
Jelliffe’s main contention is that so long as the unconscious 
failed to be recognized just so long was the gap between 
so-called body and so-called mind too wide to be bridged. 
Yet, as he reminds us, Nathaniel Hawthorne perceived 
before the days of psycho-analysis that ‘a physical disease 
which we consider as something separate and apart may 
be after all but a symptom of disorder in the spiritual part 
of our nature.” 

These extracts may explain why we have so often been 
stimulated by Dr. Jelliffe’s writings, for, even if the stimu- 
Jation has led to more or less violent disagreement, new 
ideas have been awakened, although we are not so con- 
vinced as he appears to be that only Freudian interpreta- 
tions are relevant. 


SURGICAL TREATMENT 


Illustrations of Surgical Treatment: Instruments and 
Appliances. By Eric L. Farquharson, M.D., F.R.C.S.Ed. 
With a foreword by Sir John Fraser, M.D., Ch.M., 
F.R.C.S.Ed. (Pp. 338; illustrated. 20s. net, postage 6d.) 
Edinburgh: E. and S. Livingstone. 1939. 
As Sir John Fraser tells us in the foreword, this is a 
volume which is in certain respects unique. Without 
entering into details of operative technique its author has 
brought together and described procedures which are of 
supreme importance to the house officer and the newly 
qualified man left for the first time to his own resources. 
The descriptions are clear and given in an essentially 
workmanlike manner and the whole field of everyday 
surgical practice is fairly well covered. Illustrations, 
mostly in the form of photographs, are plentiful and 
serve to clarify the text, so that the essence of this work 
is its eminently practical character. We agree with the 
author in his preface that one illustration conveys more 
to the reader than a wealth of descriptive detail, provided 
(we would add) that the illustration is a good one—a 
qualification which can be applied to those in this volume, 
but by no means to all recent medical textbooks. 

Mr. Farquharson was impressed by a visit to the clinic 
of Lorenz Bohler in Vienna, and much of the description 
of the treatment of fractures follows Béhler’s practice. 
These methods have been proved to be so effective and 
are now so widely adopted that this section of the book 
alone would make it valuable to the young surgeon. By 
far the greater part of the work deals with the treatment 
of particular fractures, but there are also sections on 
infusion and transfusion, including detailed descriptions 
of the continuous method of intravenous infusion and of 
blood transfusion. The last part of the book consists 
of a series of plates of instruments and appliances and 
legends describing these, and the work is therefore rather 
more than a manual on the practical treatment of 
fractures. It is this latter part of the book over which 
most difference of opinion is likely to arise. Some of 
the instruments figured are now only of historical interest 
—as Buchanan’s, Chiene’s, and Cheselden’s lithotomy 
staffs—while the instruments figured for drainage of an 
empyema thoracis are not those widely used, and Malecot’s 
and de Pezzer’s self-retaining catheters are more generally 
used, we believe, than the types shown on page 307. 
Certain inconsistencies are also noted here: thus while 
Lane’s, Von Havre’s, Hoffman's, and Jansen’s nibbling 
forceps are illustrated and referred to in Plate XXVI, 
Horsley’s laminectomy forceps in Plate XXV are merely 
called laminectomy shears. The opening for ventriculo- 
graphy is usually made through the occipital bone and 
not the parietal, as stated on page 250. The common 
pattern of lumbar puncture needle might be illustrated, 
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and is, we believe, more often used for cistern puncture 
also than the special needle shown on page 251. 

A bias towards orthopaedic, and particularly fracture, 
surgery may be detected in the last section, and for this 
reason it is perhaps the weakest part of a work on 
surgical treatment which may from the title be thought 
to be more general, but if these limitations of the book 
be excepted we have nothing but praise for it. As a 
practical guide to the modern treatment of fractures it is 
excellent. 


SPRAY PAINTING HAZARDS 


Spray Painting Hazards. A Clinical and Experimental 
Haematological Study with Special Reference to Changes’ 
in the Differential Blood Cell Count. By Jakob Jakobsen. 
Translated from the Danish by Hans Andersen, M.D. 
(Pp. 402. 21s. net.) Copenhagen: Einar Munksgaard ; 
London: Oxford University Press. 1939. 


Spray painting hazards have developed as a result of the 
‘expansion of the automobile industry in the last fifteen 
years. The old-fashioned methods of oil painting, which 
needed a considerable length of time for the preparation 
of a solid and complete surface, were unsuitable for mass 
production. The conveyor manufacturing system re- 
quired the standardization of the working yield of each 
individual worker as well as the individual parts of a 
machine, and it brooked no delay. The answer was found 
in cellulose lacquer and the spray gun. A cellulose lacquer 
contains a filmogen in a fluid medium. The filmogen is 
composed of the basic element—nitrocellulose or acetyl 
cellulose—to which are added pigment and softeners or 
plasticizers. Dr. Jakobsen gives reasons for regarding 
these substances as usually non-toxic. The danger in 
spray painting appears to reside almost exclusively in the 
liquids used as solvents and thinners. The nature of these 
fluids is legion, and it is often a jealously guarded secret. 
The choice appears to depend on price and technical 
suitability rather than on risk to the human factor. 
Benzene has been given up, but it has been largely re- 
placed by toluene. Dr. Jakobsen studied with especial 
care three chief components of thinners—butyl alcohol, 
butyl acetate, and toluene. He found that toluene had a 
toxic effect on the white cells and the bone-marrow. A 
good deal of self-selection occurs in the painting trade, as 
men who are intolerant give up the work spontaneously. 
Nevertheless, there are still opportunities for unrecognized 
injury, and Dr. Jakobsen suggests that the manufacturer 
should be compelled to declare the composition of the 
cellulose lacquer solution employed and that the workers 
should be medically examined at regular intervals. The 
book is the translation of an M.D. thesis, and like most 
theses is very prolix. It would have made a better 
monograph if it had been reduced to less than half the 
size. 


OTO-LARYNGOLOGY IN GENERAL PRACTICE 


Otolaryngology in General Practice. By Lyman G. 
Richards, M.D. With a foreword by D. Harold Walker, 
M.D. (Pp. 352; illustrated. 31s. 6d. net.) New York: 
The Macmillan Company. 1939. 


The title Otolaryngology in General Practice precisely 
indicates the scope of a useful bock by Dr. Lyman G. 
Richards. The ordinary clinical methods of examining 
the ear, nose, pharynx, and larynx are fully described, 
while the more elaborate special investigations are out- 
side the limits which the author has chosen. Apart from 
this the book is planned rather upon a symptomatic than 
2n anatomical or pathological classification. Main chapters, 
for example, are headed Sore Throat, Nasal Discharge, 


Respiratory Obstruction. From this point of view the 
descriptions are ample and written in a most readable 
fashion. In the same way the operations which may 
occur in general practice, such as tonsillectomy and 
tracheotomy, are described at length, while operations 
which would be in the hands of surgeons or specialists 
are only mentioned. 

The author has presented his material in a manner 
which should be of great assistance to any general practi- 
tioner who will read the book and base his practice 
upon it. As a work of reference upon particular points 
it would have less value, and it is not intended to be 
a work of this character. A study of its pages combined 
with a little practical experience as a clinical assistant 
would quickly provide a useful working knowledge of 
the subject. There are numerous excellent line drawings 
and a couple of good coloured plates. 


CLINICAL BIOCHEMISTRY 


Clinical Biochemistry. By Abraham Cantarow, M.D., and 
Max Trumper, Ph.D. With a foreword by Hobart A. 
Reimann, M.D. Second edition. (Pp. 666; 15 figures ; 
11 tables. 27s. 6d. net.) London and Philadelphia: W. B. 
Saunders. 1939. 
Originally entitled Biochemistry in Internal Medicine, this 
book now appears in its second edition under what most 
readers will consider a more apt as well as a more accept- 
able title. It provides the clinician with full information 
upon the application of biochemical knowledge to medi- 
cine, not only indicating the kind of assistance he can 
obtain from the biochemical laboratory, but also furnish- 
ing data for the right interpretation of results. Thrcough- 
out, pathological conditions are presented in relation to 
basic physiological processes. The earlier chapters on 
carbohydrate, protein, and fat metabolism deal with those 
subjects in considerable detail and on thoroughly compre- 
hensive lines. Those on mineral metabolism which 
follow are exceptionally clear and informative, especially 
that concerned with sodium and potassium, which is one 
of the outstanding features of the book. Of the later con- 
tents the section on hepatic function will certainly attract 
most attention. Here, in writing of the Van den Bergh 
reaction, the authors quote extensively the views of Barron, 
whose work has done much towards assessing the true 
significance of the different types of the reaction. 

The main criticism that may legitimately be directed 
against the work is that the arrangement is such as neces- 
sarily gives rise to a good deal of repetition and cross- 
reference. Moreover, the authors have scarcely done 
enough in the way of emphasizing the relative importance 
of the biochemical diagnostic tests and features of the 
diferent diseases. A few of the figures quoted are not in 
accordance with the usually accepted findings. Thus in 
one place neutral fat in normal faeces is given as 10 to 
15 per cent. (p, 158). Despite these defects the book is a 
really useful, readable, and informative guide to clinical 
biochemistry. 


Notes on Books 


Sir JAMES PURVES-STEWART’S Sands of Time: Recollections of 
a Physician in Peace and War is published at 18s. by 
Hutchinson and Co. Pleasantly and graphically written and 
with attractive illustrations, this record of the past includes 
experiences of life in Edinburgh and London, in the South 
African and the 1914-18 wars, and is full of humour and 
good stories. It contains not only thumbnail sketches of the 
author’s teachers, friends, and colleagues, such as Sir Thomas 
Grainger Stewart, the late Wilfred Trotter, and the President 
of the Royal College of Physicians of London, but also 
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impressions of Nazism, of Soviet Russia, with an account of 
the numerous “ prophylactoria’ for the study of early disease 
and its prevention, and of M. Venizelos. 


The Medico-Chirurgical Society of Romagna has recently 
published a fine volume to commemorate Professor Fabio 
Rivalta of Sienna, who died on September 2, 1939, and is best 
known for having introduced in 1895 a reaction for distin- 
guishing fluids of transudation and exudation to which his 
name has been given. The thirty-six articles contained in the 
book deal with a great variety of subjects, including the Rivalta 
reaction, operations on the stomach and duodenum, based on 
the experience of more than a thousand cases, lipoid nephrosis, 
familial congenital heart diseases, colloid silver in the treatment 
of inflammation of serous membranes, resuscitation, Mediter- 
ranean eruptive fever, an endemic focus of cutaneous leish- 
maniasis in the province of Forli, the death of Prince Louis 
Napoleon at Forli, Landry’s paralysis in a man of 63, isolated 
dislocation of the distal extremity of the ulna, Ortali’s appara- 
tus in treatment of fracture of the humerus, torsion of a 


healthy Fallopian tube, undulant fever in Romagna, sub- . 


arachnoid haemorrhage, primary osteomyelitis of the clavicle, 
iron in hypochromic anaemia of the tuberculous, and leish- 
maniasis in Italy. The volume contains a portrait of Professor 


Rivalta and a bibliography of his work. It is published by 
Fratelli Lega of Faenza, and the price is 50 lire. 


In Psycho-Analysis (John Bale, 12s. 6d.) Dr. Epbwarp 
GLOvER has attempted the impossible— namely, to condense 
the complicated doctrine of psycho-analysis for the general 
practitioner. What he has produced is a summary which 
may be of interest to the analyst but which the practitioner 
can hardly be expected to understand. For example, more 
elaborate explanation might elucidate the statement, but the 
uninstructed practitioner might be forgiven if he remains un- 
convinced that the homosexual often betrays himself by his 
tendency to mix up “right and left,” or again that the graver 
addictions have their origins in the emotional stresses of 
the second year of life. The book is divided into three 
sections: the first on the psycho-analytic interpretation of the 
structure and development of the mind, the second on the 
conditions which must be considered in relation to recom- 
mendations for psycho-analytic treatment, and the third on 
practical application. It cannot be said that the paragraph 
in the last section dealing with prognosis, duration, and cost 
of treatment makes cheerful reading, and the impression is 
increased that psycho-analytic treatment can only be for the 
few. 


Preparations and Appliances 
SAFETY CONTAINER FOR SMALL AMOUNT OF RADIUM 


Mr. G. W. F.R.C.S., Assistant Director*of the 
Radium Department, the General Infirmary at Leeds, writes: 

Much has been written lately about the dangers of utilizing 
radium during the war, but very little has been put forward 
with regard to actual safety measures which might be 
employed apart from the inevitable borehole. 


ROUGH BILLET 
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The accompanying figure is reproduced from a drawing of a 
steel container which has been submitted to competent 
authorities and which has met with approval. The container 
1S at present in use in a hospital not possessing a borehole. 
It is only designed for holding a smail quantity of radium, 
and is therefore only suitable for use where the amount of 
radium occupies a comparatively small space—for example, 


than 1 cwt. It is designed for easy production, and the actual 
Uff 
by 
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for treatment of carcinoma of the cervix, where the container 
can be kept close at hand and the radium from one or two 
patients treated can be quickly placed in safety. 


This container is made out of a rolled billet of steel obtain- 
able at about £10 per ton weight and actually weighing more 
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bolt in which the radium is placed can be filled and screwed 
into its steel protection (the solid billet) within a few seconds. 
Thus even if there was but two minutes’ warning of an air 
raid the radium could be deposited in safety. No doubt for 
larger quantities of radium a billet of 12 inches by 12 inches 
section could be used with a larger bolt for holding the 
radium. 
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ENDOCARDITIS LENTA 


That any chronic bacterial infection should remain con- 
sistently fatal seems a standing reproach to modern 
methods of treatment. In its relentless course and 
ultimate indifference to every kind of treatment endo- 
carditis lenta has no parallel among diseases due to 
common bacteria. In spite of exhaustive study and 
of what we believe to be a fairly full understanding of 
its pathology its progress remains inexorable, and the 
sense of helplessness everyone must have felt by 
the bedside of one of these patients is sharpened by 
the knowledge that there are probably whole months 
ahead in which the ‘fullest opportunity could be given 
to any effective therapy, if such existed. That recovery 
does rarely occur is generally accepted, although some 
of the published cases do not carry full conviction of 
the diagnosis: J. A. Capps' in a recent paper on the 
prognosis in this disease quotes thirteen authors who 
record a total of sixty-seven alleged recoveries. His 
own experience consists of 139 cases seen in twenty- 
eight years, and eleven of these, apparently satisfying 
every necessary diagnostic criterion, including a posi- 
tive blood culture, survived five years or more. Most 
of these recoveries took place between 1920 and 1924, 
when in Capps’s series the incidence of the disease 
was at its highest, and he has seen no recovery since 
that time. This is an altogether exceptional experience, 
and a truer picture of the disease is given in an 
analysis of cighty-eight cases by W. S. Middleton and 
M. Burke’: one of these was included in the series only 
because the signs of a healed bacterial endocarditis 
were found post mortem, but the remaining cases, all 
observed during life, were fatal without exception. 
How far has this depressing position been altered 
by the advent of chemotherapy for bacterial infection? 
The original sponsors of prontosil disclaimed for it any 
action on Streptococcus viridans or an endocarditis 
caused by this organism, and those who nevertheless 
hopefully proceeded to try this drug achieved little 
with it. That later progress, such even as it is, has 
been slow is partly due to the fact that this study 
can only be pursued in the clinical field. Almost every 
- other application of chemotherapy to bacterial infection 
is soundly based on the results of therapeutic trials in 
the experimental animal, but Streptococcus viridans has 
so little pathogenicity in animals—as indeed it has in 
man under ordinary conditions—that such trials are 
not feasible. Sulphanilamide and other similar com- 
pounds have therefore been tried in cases of endo- 
carditis lenta, at first without any reason other than 
doubiful analogy for anticipating good effects. It is 
now generally known that an effect is sometimes pro- 
duced, although unfortunately it often stops short of 


1 Ann. intern. Med., 1939, 13, 280. 
2 Amer. J. med. Sci., 1939, 198, 301. 


being ultimately useful. The experience of W. W, 
Spink and F. H. Crago’ is extensive and typical ; they 
treated twelve fully authenticated cases with sulphanil- 
amide, achieving temporary sterility of the blood in 
six, an abatement of fever in four, a remission lasting 
about five months foilowed by recurrence and death 
in one case, and one apparent cure—this in a girl 
of 18 with a Str. viridans endocarditis believed to be 
located’ in a patent ductus arteriosus. There are now 
also several reports of successful treatment with sulpha- 
pyridine, and another is added to the number of these 
cases by the paper of C. T. Andrews on page § 
of this week’s Journal. Confirmation of the diagnosis 
by blood culture was lacking, and in such a case it 
should be remembered that, however sure the diagnosis 
may appear on clinical grounds, this certainty can by 
no means embrace the identity of the responsible micro- 
organism. Bacteria other than streptococci can pro: 
duce this kind of endocarditis, and we do not yet know 
whether in some of these less common infections the 
prospects for chemotherapy are more favourable. If 
the organism concerned is susceptible elsewhere in the 
body to the action of sulphonamide compounds a 
favourable effect might reasonably be expected, but 
there "re some indications that this may not be so, 
K. M. Smith and A. C. Curtis,* for example, were 
unsuccessful in treating a case of Br. abortus endo- 
carditis with sulphanilamide ; some abatement of fever 
and a negative blood culture were achieved, but the 
disease resumed full activity and ended fatally. If 
there be any doubt of the susceptibility of Br. abortus 
to sulphanilamide there is none about that of the 
gonococcus, but P. H. Futcher and V. C. Scott® treated 
four cases of gonococcal endocarditis with sulphanil- 
amide and obtained only one recovery; here again 
sterility of the blood stream was usually achieved, but 
with no ultimate benefit. 

Results such as these, or a moment’s reflection on 
the structure of the cardiac vegetations in this disease, 
make it plain that chemotherapy has no ordinary task 
to perform. Five years ago the sterilization of the 
blood stream was an unattainable ideal; now it is 
easy ; but in bacterial endocarditis it is not enough. 
Masses of bacteria remain embedded among layers of 
fibrin in the vegetations, and some at least of these 
usually survive the longest possible course of chemo: 
therapy. A further method which has been devised 
to combat this almost insuperable difficulty is the con- 
tinuous administration of heparin. So Jong as an 
adequate amount of this substance is present in the 
blood the further deposition of fibrin cannot occur, 
and the material of which the existing vegetation is 
composed should undergo organization. S. R. Kelson 
and P. D. White’ have treated seven cases by this 
method combined with sulphapyridine ; in four of these 
it had to be abandoned too early for any result to be 
expected, but all three cases in which heparin could 
be given for a week or more have since been free 
from signs of the disease for periods up to nineteen 
weeks. The chief danger in giving heparin is naturally 
haemorrhage, particularly at embolic sites, and one of 

3 Arch. intern. Med., 1939, 64, “228. 
4 Amer. J. med. Sci., 1939, 19%, 342. 


5 Johns Hopk. Hosp. Bull., 1939, @5, 377. 
€ J. Amer. med. Ass., 1939, 113, 1700. 
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Kelson and White’s patients, and another reported by 
M. Friedman, W. W. Hamburger, and L. N. Katz,’ 
died of intracranial haemorrhage. This is a justifiable 
risk in such a disease, and the method evidently 
deserves extensive trial. Whether permanent security 
from recurrence is likely often to be achieved by this 
or any other form of treatment is unfortunately doubt- 
ful from the very nature of the disease. We know 
that the origin of endocarditis lenta is a damaged or 
deformed heart valve, which can be colonized by 
otherwise almost harmless bacteria such as sometimes 
find their way into the circulation, and the work of 
Okell and Elliott has shown that a transient bacteri- 
aemia of this kind results often from trivial causes. 
Is a valve which has been the seat of a bacterial endo- 
carditis likely to be less damaged or less susceptible 
to renewed attack than it was before the first? Endo- 
carditis lenta is in most cases the end-result of a 
process dating back many years, and that process calls 
for interruption at an earlier stage. Our only means 
of doing this is to guard those with a damaged endo- 
cardium against bacteriaemia. It should be kept con- 
stantly in mind that the subject of an old rheumatic 
valvular lesion is a candidate for bacterial endocarditis, 
and scrupulous attention to oral hygiene should be 
enforced. Dental extractions in these patients demand 
stringent precautions. Spink and Crago* go so far 
as to declare that any operation—for example, dental 
extraction or tonsillectomy—on the mouth of a patient 
with a valvular lesion demands the prophylactic 
administration of sulphanilamide. We shall never 
know how many cases of bacterial endocarditis are 
prevented by precautions such as these, but the duty 
of taking them cannot be questioned. 


CONTROL OF PUERPERAL SEPSIS 


It is commonplace to say that uterine sepsis may 
appear like a bolt from the blue. But while it is true 
that even in ideal surroundings sporadic cases do occur, 
the disease is one which notoriously runs in epidemics 
that carry at times a high mortality rate. During the 
last decade much work of outstanding importance has 
been done in determining the origin of the infection 
and its mode of spread. One result of this has been to 
give the subject a medico-legal importance, and many 
claims have now been made against members of the 
medical and nursing professions for alleged negligence 
in observing what are becoming accepted rules for the 
avoidance of infection. This problem was chosen as 
a subject for discussion at the Annual Meeting of the 
British Medical Association in 1938, and a summary 
of the papers appeared in the Journal of August 13, 
1938 (p. 352). A memorandum has now been issued 
by the Ministry of Health* in which recommendations 
are made for the control of puerperal sepsis. The 
Opening paragraphs contain the following statements: 
“The increased knowledge of the nature and sources of 
puerperal infections gained during recent years provides a 


firmer basis for administrative action than has hitherto been 
available. The Ministry has evidence that this knowledge is 


*J. Amer. med, Ass., 1939, 113, 1702. 
*The Control of Puerperal Sepsis. Ministry of Health. Memo 226/Med. 
HLM. Stationery Office, York House, Kingsway, W.C.2. (Price 2d.) 


not being applied either in maternity institutions or in 
domiciliary practice with the promptitude and purpose 
required to prevent the spread of infection. Outbreaks of 
puerperal infection in institutions, attributable in part to the 
lack of appreciation of the dangers of the position and the 
need for immediate action, still occur. In domiciliary midwifery 
practice ill-advised steps are frequently taken and a midwife 
is sometimes suspended needlessly or for an unduly long period. 
In addition to the dislocation of the midwifery service which 
results, unnecessary anxiety and personal inconvenience are 
caused both to the patient and to the midwife.” 


The memorandum summarizes the more important 
bacteriological work of recent years and gives brief but 
clear advice regarding the procedure which should be 
followed on the occurrence of puerperal pyrexia. It is 
recommended that every pyrexial patient should at once 
have a vaginal swab submitted to bacteriological exam- 
ination; this procedure can rarely be omitted with 
safety. A report on the presence or absence of haemo- 
lytic streptococci should be available in twenty-four 
hours. If these are found, swabs should be obtained 
from the nose and throat and from any skin lesion of 
the attendant doctor or nurse. Meanwhile, further 
examination of the haemolytic streptococci should be 
made in order to determine the Lancefield group to 
which the organisms belong; this further information 
should be available within forty-eight hours of obtain- 
ing the swab. If the streptococci are found to belong 
to strains other than Group A Lancefield the chance 
of infection spreading from patient to patient is low 
and, in the case of “contacts,” the carrier condition 
may be ignored. If, however, the haemolytic strepto- 
cocci belong to Group A the patient should be strictly 
isolated and any carrier of the organism suspended 
from duty. In the absence of puerperal pyrexia routine 
swabbing of midwives or attendants is not recom- 
mended. If, however, there is evidence of an acute or 
chronic inflammatory condition of the tonsils, pharynx, 
nose, and middle ear, swabs should at once be taken. 
A carrier of the Group A haemolytic streptococci 
should not return to work until three negative swabs 
taken at daily intervals have been shown to be free 
from that organism. 

The memorandum also deals with the more technical 
side of the bacteriological examinations, and instruc- 
tions are given concerning the culture of streptococci, 
the soluble haemolysin, and the group-precipitin tests. 
The streptococcal type may be identified by the agglu- 
tination reaction when it is desired to trace the actual 
source of infection, but this last test is not deemed 
necessary for routine clinical work. Regarding the 
group-precipitin test, the sera necessary for the more 
important observations have recently been put on the 
market, and the necessary work can now be undertaken 
even in a modestly equipped bacteriological laboratory. 
The Emergency Public Health Laboratory Service of 
the Medical Research Council is prepared to assist in 
this class of work, and particulars of this service have 
been circulated to the medical officers of health 
throughout the country. This memorandum is an 
important and timely publication, and should do much 
to clarify the somewhat confused teaching of the past. 
It should be read by every practitioner undertaking 
obstetric work, and it will, in particular, be welcomed 
by those responsible for the conduct of maternity homes. 
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NUTRITION IN WAR TIME 


The British Medical Association has appointed a com- 
mittee to consider war-time problems of nutrition. The 
full personnel will be announced later. It is due in no 
small measure to the B.M.A. that both the medical and the 
lay public have of recent years become nutrition-minded. 
The nation’s conscience has been stirred by the needs of 
the nation’s belly. An intelligent understanding of these 
needs has grown and is growing, and the effect of this on 
public policy and domestic economy was beginning to 
make itself felt when war interrupted a movement towards 
attaining better health by a consumption of better food 
wisely chosen. The committee will no doubt consider how 
best resources may be used at least to hold the ground 
already gained, and how to apply the knowledge that has 
accumulated since 1919 to the war situation that started 
in 1939. Those twenty years have witnessed an almost 
unbridled activity on the part of the biochemist and the 
advance of dietetic experiment and investigation over a 
wide front. The Advisory Committee of the League of 
Nations has interpreted theory in terms of peace-time prac- 
tice in a series of invaluable reports. The result is that we 
are now armed with a body of knowledge that puts the 
medical profession in a strong position, both tactically and 
Strategically, to face the war-time problems of nutrition. 
The nature of these problems will probably change if the 
war spreads and is prolonged, and we would suggest there- 
fore that the terms of reference of the Committee will not 
be fulfilled until the war is over. Constant vigilance will 
be required if the health of the civilian population is to be 
maintained, for, to vary a well-known saying, “ Food 
makyth man.” 


TRIGEMINAL NEURALGIA 


The excruciating pain of trigeminal neuralgia, of such an 
intensity that sufferers have been known to commit suicide 
because of it, can be effectively relieved by injections of 
alcohol into the Gasserian ganglion, by division of its 
sensory root either immediately behind the ganglion or at 
the pons, or by cutting the trigeminal pain tract in the 
medulla (tractotomy)—first carried out in May, 1937, by 
Olof Sjéqvist' of Stockholm. Sjéqvist’s operation has 
been performed by Rowbothan* and others in this country. 
When successfully done any one of these procedures is 
effective in relieving the intense pain of true or major 
trigeminal neuralgia. Are we, however, any nearer to 
knowing the cause of this dire and distressing condition, 
which attacks the middle-aged in parexysms, more often 
affects the right than the left side of the face, and is un- 
associated with diminished sensation in the trigeminal 
field? Usuaily sufferers from it have had teeth removed 
when they come for treatment, and inasmuch as it most 
often affects the dental divisions of the nerve and only 
rarely arises primarily in the ophthalmic branch it has been 
regarded as of dental origin. Hyrtl drew attention to the 
close fit which the dental nerves make with the alveolar 
canals which they traverse, and as far back as 1888 Bland- 
Sutton* had suggested that it was primarily a dental 
neuritis. Wilfred Harris* has continued to emphasize the 
dental origin of the condition. An ingenious explanation 
of its greater frequency on the right side is that, as most 
people are right-handed, they clean the left side of the 
mouth more efficiently than the right when brushing their 
teeth. Recently Dandy’ has suggested that trigeminal 


1 Studies on Pain Conduction in the Trigeminal Nerve. Acta psychiat., 
Kbh., Suppt. 17, Helsingfors, 1938. 

2 British Medical Journal, 1938, 2, 1073 ; and this issue, p. 12. 

3 Trans. med.-chir. Soc., 1888, 71, 107. 

4 Neuritis and Neuralgia, London, 1926. 

Int. J. Surg., April, 1939, 5. 


neuralgia is not of dental origin at all but is the result of 
pressure by a branch of the basilar artery on the sensory 
root of the Gasserian ganglion. “It is the pressure of the 
artery on the bare sensory root that causes this tic pain.” 


In a few cases an aneurysm of the basilar artery of af 


tumour in the cerebellopontine angle may be responsible, 
Further observations of the arterial relationship will be 
awaited with interest. 


NIGHT BLINDNESS AND VITAMIN A 
Dark-adaptation has been extensively studied as a possible 
means of estimating whether the vitamin-A content of 
diets in general use is adequate or not. The initial results 
were encouraging in that there appeared to be some 
correlation between rate or extent of dark-adaptation and 
vitamin-A intake in the diet. From these studies it 
seemed that a large proportion of the subjects tested 
adapted more slowly than normal and that this slowness 
could be rectified in a short time by administration of a 
vitamin-A concentrate. Criticisms of this work were 
usually based on one of three claims: (1) that the various 
techniques for measuring dark-adaptation were inade- 
quately controlled ; (2) that certain cases with a slow rate 
of adaptation did not respond to vitamin-A treatment ; or 
(3) that the rate of adaptation in individual cases might 
vary considerably without a corresponding change in diet, 
Two publications from the Rowett Research Institute, 
Aberdeen, throw further light on these conflicting ideas, 
The first’ shows that in most of the tests employed up to 
now there are many uncontrolled factors which may 
cauSe apparent variations in the rate of dark-adaptation, 
chief among these being the degree of illumination to 
which the eyes are exposed before the test. A new tech- 
nique is described which, it is claimed, will give stan- 
dardized results. The second paper* gives the results of 
applying the technique to groups of subjects whose diets 
had been recorded and the effect of prescribing supple- 
mentary foods for some of them. It was disconcerting 
from the point of view of an objective test for vitamin-A 
deficiency to find that neither rate nor extent of dark- 
adaptation appeared to be correlated with vitamin-A 
intake, and that neither general dietary supplements nor 
ordinary doses of halibut-liver oil were able to produce 
improvement in those whose rate of dark-adaptation was 
slower than normal. The latter group comprised about 
30 per cent. of those tested. The issue is by no means 
clear regarding the cause of such subclinical night blind- 
ness. But indications were obtained that massive oral 
dosage (in the region of 100,000 I.U. of vitamin A daily) 
or a single intramuscular injection of 100,000 I.U. of 
vitamin A may completely cure intractable cases. The 
review of the literature in this latter paper also shows that 
many conceptions behind the relation of vitamin A to 
night blindness are not so well founded as is generally 
believed. No doubt the various points at issue will be 
clarified. But possibly the most immediate question in 
this country is a practical one. Clinical night blindness is 
rare, but it seems not unlikely that many people may 
have a degree of subclinical night blindness of which they 
have become aware under “ black-out ” conditions. This 
may be a matter of acute concern to those who earn their 
living by travelling at night, such as bus drivers. It should 
not be difficult to ascertain to what extent night blindness 
interferes with the performance of night drivers and similar 
workers, and whether a single injection of vitamin A can 
be considered a rapid and reliable means of cure. 


1 Brit. J. Ophthal., 1939, 23, 461. 
2 Ibid., 697. 
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BIOLOGICAL EFFECT OF X RAYS AND 
GAMMA RAYS 
The sensitiveness of different living tissues to x-radiation 
varies greatly. In his Silvanus Thompson Lecture in 
1937 Professor Crowther’ illustrated this fact by the fol- 
lowing example. A dose of 330,000 roentgen units (r) 
was required to produce a death rate of 50 per cent. in a 
culture of Colpidium, while only 40 r were required to 
kill half the individuals in a clutch of Calliphora eggs. 
No satisfactory explanation for these enormous variations 
has so far been advanced. It is admitted that the x-ray 
energy supplied to the tissues, instead of being evenly 
distributed in the irradiated matter, affects only a rela- 
tively small number of particles, leaving the majority of 
them unaffected. Thus the energy liberated in one 
gramme of tissue during the passage of 100,000 r amounts 
to one-fifth of a calorie and would therefore raise the 
temperature of that tissue by about one-fifth of a degree 
centigrade only. But the energy which becomes concen- 
trated on a single molecule is relatively enormous—in the 
order of 20,000 calories per gramme. Dessauer’s “ hot- 
point” theory of the effect of x rays is based on these 
considerations. Another theory, which has been called 
the “ poison” theory, tries to explain the biological effect 
of x rays by a photochemical action on the nucleus, a 
concentration of some poisoncus material, possibly an 
alteration in the hydrogen-ion concentration, which alters 
the cellular protoplasm, its permeabjlity and metabolism. 
Lastly, there is the “ target’ hypothesis, which stresses 
the discontinuous nature of the absorption of x rays and 
assumes that damage occurs only when one of the bio- 
logical structures is “ hit’ by the radiation. According to 
Crowther a “hit” is registered when a pair of ions is 
freed anywhere within the sensitive particle of tissue. 
All these theories are based on the assumption that the 
x rays which strike the tissues are absorbed by them to a 
greater or less extent. Palmieri and Valenti,? however, 
have shown by actual ionometric measurements that there 
is no parallelism between biological effect and absorption 
of x rays. Thus at 10,000 volts, although the whole of 
the incident radiation is absorbed by the skin, 2,000 r are 
required to produce an erythema, whereas at 60,000 volts 
an erythema is already produced by 350 r although only 
80 per cent. of the incident radiation is absorbed by the 
skin. There is no apparent absorption of a_ heavily 
filtered radiation at 200,000 volts; nevertheless an ery- 
thema is produced by an incident radiation of 650 r. We 
must either admit that our methods of measuring x rays 
and gamma rays are so imperfect as to fail to register even 
the slightest absorption by the skin of a radiation produced 
at 200,000 volts or higher voltages, or else that it is not 
at all necessary for the radiation to be absorbed in order 
to produce far-reaching biological effects. Palmieri and 
Valenti are inclined to accept this latter view, and they 
try to explain the effect of x rays by a catalytic action of 
the radiation. The radiation merely in passing through 
the tissues sets up a sequence of events which may ulti- 
mately result in the death of the cell. To borrow a simile 
used by them to illustrate their point of view: All the 
lights used for the illumination of the Chicago World 
Fair were switched on by means of a relay connected 
to a photo-electric cell, which was made to capture a beam 
of light from a distant star. The “ catalytic ” theory would 
explain better than the “ absorption ” theory the previously 
mentioned enormous differences in the radiosensitiveness 
of different tissues. It also supplies a better explanation 
of the stimulating effect of small doses of x rays on the 


' Brit. J. Radiol., 1938, 11, 132. 
2 Strahlentherapie, 1939, §5, 15. 


ovaries, on the reticulo-endothelial system, and so on; 
but above ali it explains the production of an erythema by 
a radiation which only seems to traverse the skin without 
being in the least absorbed by it. 


STERILIZATION WITH FORMALDEHYDE 


The older a disinfectant the more likely is it that belief 
with regard to its powers is based on imperfect observa- 
tions. The use of formaldehyde dates from over fifty 
years ago, and most of the studies of its action were made 
when the methods employed were open to more or less 
serious criticism by modern standards. Dr. Gunnar 
Nordgren' has performed a valuable service by re- 
approaching this subject from the beginning and furnishing 
basic data obtained by exact quantitative methods, taking 
into account the various physical conditions upon which the 
bactericidal action of formaldehyde depends. It is clearly 
established by his results that under favourable conditions 
formaldehyde is a highly efficient disinfectant, capable. 
even of killing spores in short periods of time. Much 
less reassuring are the results of experiments to determine 
its capacity for sterilizing catheters. The obstacles to 
success in this process are several. Adequate penetration 
of the lumen does not take place unless either a pre- 
liminary vacuum or a rise in pressure during the process 
ensures it; penetration may in any case be prevented by 
the presence or condensation of water. This difficulty 
overcome, formaldehyde will sterilize a long narrow tube 
made of glass, but under the same conditions it will fail * 
to sterilize a catheter made of rubber or silk web, evi- 
dently because a porous or irregular surface affords 
protection to bacteria. Nordgren emphatically condemns 
each of three types of apparatus now in use for this 
purpose, including that in which the vapour is supposed 
to pass through the catheter, which is attached to a tube 
through which it is supplied. In his view the sterilization 
even of ureteric catheters by formaldehyde is feasible, but 
an apparatus which can be depended on for this purpose 
has yet to be designed. Catheters should hang in it in 
order that none of their outer surface may be protected by 
contact with a shelf or with other instruments ; penetration 
should be assured by preliminary evacuation, which could 
with advantage be repeated several times, and the dis- 
infectant gas admitted should be obtained by passing air 
through a saturated solution of formalin, not by vaporizing 
para-formaldehyde, which is too slow a process. This 
monograph is not concerned with entirely different alter- 
native methods of dealing with catheters, but it may well 
be asked whether some method of disinfection by a liquid 
is not feasible and preferable. Whatever the method 
employed, it is likely to fail unless the catheter ts perfectly 
clean and unless contact wiih the disinfeciant is ensured 
throughout the lumen. If a liquid were used this would 
mean that the interior of the catheter should by some 
means be filled with it. Catheters are, of course, by no 
means the only items of surgical equipment which present 
difficult problems in sterilization. Various methods of 
endoscopy involve the use of apparatus which is exceed- 
ingly difficult to sterilize without damage to some of its 
component parts, and future inventors of such instruments 
might well bear this consideration in mind in designing 
them. Other apparatus with electrical connexions and. 
some used in anaesthesia also present difficulties. If 
Nordgren’s results may be taken as typical of what the 
present methods are achieving, a general reconsideration 
of this subject in the light of modern knowledge and with 
a view to modern exigencies seems to be overdue. 
1 Acta path. microbiol, scand., 1939, Suppl. 49. 
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PERILS OF THE PARACHUTE 


The parachute is becoming increasingly important as an 
instrument of war. It is not only an indispensable pro- 
tective aid to the flying man, but is a means of landing 
infantry, engineers, and spies in enemy territory. It has 
not yet, however, been developed into an absolutely safe 
means of descent, and M. René de Gaulejac,' in a recent 
article, summarizes certain of its risks. Apart from really 
bad accidents the parachutist may suffer injury to the 
abdomen and thorax through the shock of arrest when 
the parachute opens. The force felt by the airman may 
be anything from 300 to 1,000 kg.; in the French Air 
Force it must not exceed 900 kg. Research is being under- 
taken to ‘lessen the shock, and the suggested means 
include a special arrangement of the silk panels, an elastic 
valve at the top of the parachute, and check-straps to 
make the opening gradual. The arrangement of the 
harness is very important. If it confines only the upper 
part of the body the man is in considerable danger, but 
if it holds the lower limbs as well and forms a seat 
he can withstand a much more abrupt opening without 
damage. The physical disturbances that sometimes 
accompany the opening include vertigo, tinnitus, “ blacking- 
out,” loss of consciousness, nose-bleeding, ocular con- 
gestion, and violent headache. The physical lesions 
depend largely on the attachment of the harness, and 
may take the form of bruising and various degrees and 
distributions of ecchymosis ; but fractures of the ribs and 


lesions of the liver and kidneys seem more common with 


a left lateral suspension. The normal speed at the end of 
the drop is about five metres a second—about equivalent 
to the speed of descent from a ten-foot wall. It is there- 
fore important for the parachutist to know how to strike 
the ground harmlessly. Rain and wind may add greatly 
to the impact. Common injuries of landing are sprains 
of the ankle and knee and fractures of the leg, the thigh, 
and even the skull. If a wind is blowing and the para- 
chutist does not free himself at once he may be dragged 
violently against obstacles on the ground. The maxi- 
mum terminal speed laid down in France for the life- 
saving parachute is seven and a half metres a second, and 
for the instructional and infantry parachute four and a 
half to five metres. Both the constructors and the users 
of parachutes therefore have much to learn before this 
device can rank in safety with the rubber dinghy or even 
the swimming-jacket. 


HEALED MILIARY TUBERCLES IN SPLEEN 
AND LIVER 


A pathological investigation of much significance to the 
study of the evolution of tuberculosis in man has been 
undertaken by Herbert S. Reichle and John L. Work.? 
In a series of 452 consecutive necropsies at the City 
Hospital, Cleveland, small calcified nodules were found in 
one or several of the parenchymatous organs in 91 cases, 
or 20.1 per cent. These nodules were found in the spleen 
in ninety-one, in the liver in forty-seven, and in the kidneys 
in two cases. Both macroscopically and microscopically 
they were indistinguishable from small primary tubercles— 
that is, Ghon foci. In eighty-six of the ninety-one cases 
definite healed or active tuberculosis was discovered in 
some other part of the body. Twenty guinea-pigs were 
inoculated with material from the calcified nodules of 


1 Presse méd., 1939, 417, 1305. 
2? Arch. Path., 1939, 23, 331. 


fourteen cases. Positive results were obtained in foy 
animals from three of the cases. Having thus establishe 
that the nodules represent healed or obsolete tubercles, th; 
result of haematogenous dissemination, Reichle and Wor 
show that their incidence was much the same in all ag 
groups over 30. Since in large communities most peop! 
who acquire a primary infection do so before the age oj 
30, this indicated that the dissemination was not a pro. 
tracted process occurring from time to time during the lif 
of an infected person but developed some time durin 
the active stage of the primary infection. Disseminatioy 
can happen early during the course of primary infectioj 
(two illustrative cases are quoted), and is not to b 
regarded merely as following upon the primary comple, 
The significance of this early haematogenous dissemina 
tion and of its effect on the infected person was investi. 
gated by studying the correlation between the incidence 
these healed miliary tubercles and the presence of active 
tuberculosis. The cases were divided into three groups: 
resistant, when there was neither clinically apparen 
disease nor only microscopical evidence of activity; 
moderately resistant, when activity was deduced from 
microscopical sections: and susceptible, when there was 
clinically manifest disease. The percentage incidence of 
healed tubercles was greater in the white than in the negro 
race, and the incidence of healed tubercles was greater 
in persons who, on the basis of the above anatomical 
findings, were considered resistant than in those mor 
susceptible, the differences being constant for both races. 
Two explanations for this are offered by the authors, the 
one they favour being that an early haematogenous spread, 
with limited seeding of tubercles in the organs, acts as an 
autovaccination and protects against reinfection. It is 
necessary to add to this conclusion of Reichle and Work, 
which confirms the work of Pagel, that this protection is 
a safeguard only against the generalization of a reinfec 
tion, which (whether endogenous or exogenous) takes the 
form of disease localized to the lung, the organ most 
susceptible to tuberculosis, 


We much regret to announce the death on December 
30 at Cheltenham of Dr. John Middleton Martin, who 
retired in 1938 from the position of medical officer of 
health for the administrative county of Gloucester after 
thirty-five years’ admirable service, during which he 
brought into effect his scheme for extension and co-ordina- 
tion of medical practice throughout the area. 


Mr. H. J. Seddon, F.R.C.S., resident surgeon at the 
country branch of the Royal National Orthopaedic Hos- 
pital, has been appointed to the Nuffield Professorship of 
Orthopaedic Surgery in the University of Oxford. 


The Minister of Food, under the powers conferred on him 
by the Defence Regulations, 1939, has made an Order pro- 
hibiting any unlicensed person from engaging in the manu: 
facture, production, or refining of cod-liver oil, or of any 
mixture consisting of cod-liver oil and any vegetable oils or 
fats or marine oils. Every person licensed in accordance with 
the provisions of this, the Cod Liver Oil (Control of Produc: 
tion) Order, 1939, must keep accurate records of manufacture, 
production, and refining, and of his dealings in cod-liver oil 
or any mixture of it with vegetable oils, fats, or marine oils, 
and such records must be open to inspection by persons 
authorized by or on behalf of the Minister of Food. 
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THE AFTER-TREATMENT OF 
FRACTURES 


BY 
H. OSMOND CLARKE, F.R.CS. 


In the treatment of fractures there are three main 
objectives: (1) to secure bony union; (2) to restore full 
movement in those joints which have been temporarily 
immobilized ; and (3) to restore the maximum power in 
the muscles which move those joints. This communica- 
tion is concerned only with the latter two aims. All 
three must, however, be visualized from the earliest stage 
in the treatment of every fracture. Thus it is possible to 


which is after all the prime consideration in the treat- 
ment of all injuries and most diseases—under two main 
headings: (a) during the period of fixation ; (b) after the 
splints have been discarded. 


Treatment during Period of Fixation 


Adequate fixation of a fracture of a long bone demands 
the immobilization of the joint above and the joint below 
the site of fracture. In a large number of fractures 
this immobilization is best provided by plaster-of-Paris 
applied directly on the skin without padding. This affords 
such security that it is possible for the remaining joints of 
the extremity to be used freely without risk of disturbing 
the fragments—for example, patients with fractures of the 
fec-fme forearm bones in which the elbow and wrist are immobil- 
them ized can use the fingers and shoulder freely. And it is 
nostiae Of the greatest importance that free use of the joints not 

splinted should be insisted on. Not only does it entail a 

full range of movement in these joints from the very 

beginning, but it means that the muscles covered by 
iberMme Plaster-of-Paris are being contracted constantly even 
though they are unable to move the splinted joints. In 
this way venous stagnation and muscle atrophy are 
fteram Teduced to a minimum, and thus wasting and oedema, so 
hea Often seen after the abandonment of splints in the days 
when it was the custom to immobilize the whole extremity, 
are nowadays rarely seen. Tendons no longer become 
bound down by adhesions in their grooves, and one of 
the most gratifying features is the amount of movement 
possible in the joints immediately after the fixation 
the apparatus is removed. By this present-day method of 


los: SO-called “ functional use” the active power and mobility. 


of f@™ Of an injured extremity at the time when the fracture has 
united far exceed what could be obtained by the older 
“extremity immobilization’ methods. So much so that 

=f the early removal, while the fracture is still not soundly 
united, of retentive apparatus for massage and passive or 

rim HH active movements has been for the most part discarded. - 


oa There are, however, certain fractures in which early 
iny ovement and physical treatment are justified. Broadly 


ith SUrgical neck of the humerus, in which very effective 

uc: fm fixation is supplied by the surrounding muscular attach- 

ire, Ments and in which adhesions of torn folds of the highly 

oil VOluminous capsule and synovial membrane of the 

ils, @ shoulder-joint are very prone to occur; and some other 

ms ME fractures in old people—for example, “ bumper” frac- 
tures of the external tuberosity of the tibia. 


discuss the preservation and restoration of function— - 


or Peaking, these afe impacted fractures in the region of the 


SURGICAL PROCEDURES IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


Treatment after Discarding of Splints 


The fracture has now united and may be sufficiently 
consolidated to withstand the cross and shearing strains 
of muscular action alone, as in the upper extremity, but 
not the strain of weight-bearing, as in the lower extremity. 
Consequently fractures of the femur or tibia may require 
the support of a calliper or walking steel for some months 
after the more complete fixation has been discarded. 
Indeed, some mild support for all fractures after discard- 
ing the retentive apparatus is greatly appreciated by all 
but very young patients—for example, a few turns of 
strapping around the wrist when a Colles’s fracture has 
united gives the patient a sense of security and encourages 
him to start movements of his wrist more readily. 


Restoration of joint movement and of muscle power 
proceeds concomitantly. Children and young adults can 
usually mobilize their joints without any special help 
other than appropriate instruction. Older people are 
often apprehensive and tend to “nurse” an injured joint 
after removal of the splint. Physiotherapy is most helpful 
for the latter group of patients as a supplement to their 
own efforts. The following regime, which can be modified 
to suit individual cases, has proved valuable. 


1. Thorough * baking” of the affected joint by the applica- 
tion of heat in any of the well-recognized forms (radiant 
heat, infra-red, or a rubber hot-water bottle). The resulting 
hyperaemia constitutes an excellent local analgesic. 


2. Massage and faradic stimulation of the muscles which 
move those joints. 


3. Encouragement in voluntary movements. It must be 
emphasized that the constant active efforts of the patient 
himself are by far and away the most important factor in 
restoring muscle power and joint movement. There is, unfor- 
tunately, a mistaken impression among the lay population, and 
indeed among many doctors, that complete restoration of 
function follows automatically on the application of the 
various forms of physiotherapy. Consequently the patient 
does not feel it imperative, nor is he urged, to perform active 
movements at regular intervals. A definite routine of muscu- 
Jat contractions and relaxations which entails movement of 
the joint or joints in all directions should always be instituted 
for a period of five or ten minutes every hour during the 
day. At first the patient, especially if elderly, may require 
the sympathetic but firm encouragement of a doctor or 
masseuse, and his position should be arranged so that he is 
not called upon immediately to carry out movements against 
the resistance of gravity. It is better, too, for each patient 
in the early stages of his rehabilitation to receive individual 
treatment. Once the joints begin to mobilize and confidence 
has been restored, class exercises can be started and a spirit 
of competition encouraged. As muscle power and_ bulk 
increase and the joints approach the limits of movement 
more vigorous exercises will help to complete the cure, and 
will be valuable in assessing the amount of stress and strain 
to which the fractured region can be subjected. 


Passive Movements 


Following prolonged immobilization of a joint there is 
always a certain amount of stiffness when the splint is 
removed, especially if there has been a fracture in the 
neighbourhood of the joint. This limitation of move- 
ment is due to “ adhesions,” a word commonly used and 
rarely understood. Adhesions are simply bands_ or 
masses of scar tissue formed by the organization of blood 
clot and the sero-fibrinous exudate which follow on an 
injury. In this way folds or plications of the joint capsule 
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become adherent, and painful limitation of movement 
results. In the vast majority of fractures such adhesions 
are most effectively stretched gradually by the patient’s 
own active efforts on removal of the splint. It cannot be 
emphasized too often that passive movements carried out 
frequently and enthusiastically are most prejudicial to 
the restoration of joint movement. They cause, by 
repeatedly tearing, as opposed to stretching, adhesions, 
further exudate and more adhesions, and may result in 
the formation of plaques of new bone in the capsule or 
surrounding muscles. As the late Sir Robert Jones re- 
peatedly stressed, they have no place in the early stages 
of joint mobilization after injury, as they always result 
in increasing stiffness. 


Manipulation 


Occasionally, after a prolonged trial of active mobiliza- 
tion, a manipulation under anaesthesia may be advisable 
to overcome residual stiffness in a joint situated close to a 
fracture, or for the cure of paia persisting after an appar- 
ently full range of movement has been achieved. In the 
absence of arthritis this pain is often due to adhesions, 
and on careful examination wil! be found to occur when 
the very extremes of a certain range are forced. The 
success of a manipulation will depend on the nature of 
the adhesions present (whether localized or diffuse), on 
the timing and technique of the manipulation, and on the 
character of the after-treatment. The appropriate time 
at which a manipulation should be carried out is most 
difficult to decide, and much experience and careful judg- 
ment are required. It can be stated emphatically that no 
manipulation should be attempted: (a) In the early stages 
after a fracture has united when the neighbouring joints 
are still irritable and manifest their irritability by muscle 
spasm if movements, active or passive, are attempted 
beyond the limit of pain. Manipulation at this stage may 
cause re-fracture and will increase capsular scarring and 
damage joint cartilage, and may produce nerve injury 
and myositis ossificans. It is still unfortunately too 
common to see patients whose elbows, within two or 
three weeks following a supracondylar fracture or disloca- 
tion, have been “ pump-handled” at two or three day 
intervals under an anaesthetic and are permanently stiff. 
(b) If movement is increasing, however slowly, as the 
result of the patient's own active effort. Sometimes im- 
patience on the part of the patient and the doctor will lead 
to an unnecessary and prejudicial manipulation. (c) In 
children. It has already been stressed that young people 
are capable of restoring full movement by their own 
efforts alone. The worst tragedies of injudicious manipu- 
lations are exhibited in fractures around the elbow-joint 
in children. (d) In the presence of vascular or nervous 
complications or arthritis. 


There is no magic in the technique of manipulation. It 
consists essentially in putting a joint through its fullest 
range of movement in all directions. But this cannot be 
done safely by any doctor. Certain safeguards of tech- 
nique, of touch—a certain “sense "—are develeped with 
experience which enable the surgeon to avoid using too 
little or too much force, to avoid breaking bones and 
dislocating joints, to avoid doing too much or too little 
at one sitting. It is often better and will cause less 
reaction to stretch adhesions by a series of careful incom- 
plete manipulations at intervals of six weeks rather than 
to perform one very thorough manipulation. 

Finally, the good effects of a manipulation will be 
jeopardized if it is followed by injudicious after-treatment 
—that is, repeated forcible passive stretchings. 


Rehabilitation 


The majority of patients—children, housewives, ap 
sedentary workers—treated efficiently require no speci; 
rehabilitation. There is, however, a small minority ¢ 
patients, particularly those suffering from industri; 
injuries, for whom the gap between the stresses of suc 
remedial activity as a hospital massage department ca 
provide and the stresses of full heavy work should & 
bridged by a final period of re-educational treatment. Thi 
would aim at subjecting the patient through graduate 
work to the full stresses of his original occupation whi 
under constant medical supervision. This constitutes th 
argument for the creation of rehabilitation centres ¥ 
suitable areas throughout the country. In the final repo; 
of the Home Office Interdepartmental Committee on tk 
Rehabilitation of Persons injured by Accidents (1939) iti 
appreciated that “ reconditioning ~ is necessary for a smal 
minority of patients, and various schemes are suggested, 

The L.M.S. Railway rehabilitation hospital at Crew 
receives a considerable number of patients with ol 
injuries of all kinds who, after long periods of disability 
and long periods of treatment in physiotherapeutic depart 
ments of general hospitals, remain unfit for work and 
seemingly incapable of improvement. Of 165 consecutiv 
patients of this type, 115 were returned to their forme 
employment after an average period of seventeen days o! 
rehabilitating treatment in the Crewe hospital. An effor 
to incorporate rehabilitation as a routine in organized 
fracture treatment is to be seen in the new fracture clink 
founded by the Seamen's Hospital Society at the Alber 
Deck Hospital, Londen. This clinic is a highly specialized 
one, for it deals only with industrial injuries in sailors, 

So far as possible—and this is the praciice in som 
progressive massage departments—exercises given to the 
patient should be of an occupational character and corre 
spond closely to those which he is constantly carrying ou 
in the process of his work. Another excellent methoé 
of rehabilitation is through the medium of light work- 
a method employed with the very greatest success by Dr 
O'Neill Sherman of the Carnegie Illinois Steel Trust. He 
is fortunate, however, in being able to insist, as soon as he 
considers a man fit for any form of work, that suitabk 
work is provided. In this country it is regrettable that 
similar facilities, though occasionally available, are few. 
The ability of an injured workman to do “light work’ 
provides more often than not an excuse for depriving him 
of a substantial amount of compensation without the 
provision of suitable employment. As the Workmen’ 
Compensation Act stands at the moment it is often diff 
cult to prevent the development of an anxiety neurosis, 
with consequent persistent disability in the injured work 
man. It is to be hoped that suggestions for the alteration 
of this aspect of the Act will be made by the Royal Com- 
mission on Workmen’s Compensation now considering 
the subject. If altered effectively rehabilitation would no 
doubt become an easier problem. 


Conclusicns 


The process of preserving and restoring function begias 
with the initial treatment of the fracture. 

Active movements by the patient are the mest importaml 
factor in restoring joint mobility and muscle powet. 
Physiotherapy is helpful for adults but is unnecessary fot 
children. 

Passive movements are likely to do more harm that 
good. Manipulation of a joint which has resisted the 
patient’s active efforts is occasionally justifiable. Whet 
and how it should be done require experienced judgment. 
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TREATMENT OF FRACTURED FEMUR 
AT THE SITE OF THE CASUALTY 


BY 
F. B. CHAVASSE, D.M., M.R.C.P. 


[In the British Medical Journal of October 5, 1918, the author, 
then a temporary captain in the R.A.M.C., described a method 
for the immediate treatment of fracture of the femur on the 
battlefield at the site of the casualty. Several references to 
that paper have appeared recently in our columns, and the 
suggestion is made that the substance of it might well be 
reprinted if only because regimental medical officers and their 
stretcher-bearers would welcome some occupation to relieve 
the tedium of a winter campaign. In explaining the scope 
and objects of his method the author made it plain that it 
is not a rival to the far more satisfactory Thomas splint ; 
but the first place at which a Thomas splint is available is 
not at the site of the casualty but perhaps at the regimental 
aid post, or, if active operations are in progress, not until the 
advanced dressing station in most cases. Up to this point the 
nature of the ground may render constant jolting and severe 
undulation of the stretcher inevitable. This is by far the 
roughest part of the patient’s transit to a casualty clearing 
station, and also by far the longest in time. This journey used 
to be undertaken with the aid of a very ineffectual rifle splint, 
or more generally with no splint at all. The method now 
redescribed was chosen for use by regimental stretcher-bearers 
at the place where the casualty had occurred. It was used 
with effect under the conditions for which and under which 
it was evolved.] 


The Method 


The principle of the method is the application of a very 
powerful extension, followed by fixation in the extended 
position. 

A stretcher and two stretcher slings are required. It is the 
rule for each of the four bearers in a squad of regimental 
stretcher-bearers to carry a sling. Thus two slings are still 
available for carrying the stretcher (should this method of 
carrying be possible or desirable). If there are no slings 
puttees can be used. Spare slings should be available at aid 
posts. The procedure is as follows: 


1. Expose and dress the wound. 


2. Enlarge the adjustable loop of one sling to its maximum 
by shifting the grip plate as far as ever it will go. Slip the 
loop over the foot on the injured side, and pass it up as far 
as the groin. 

3. Tie the ankles and knees firmly together (with narrow- 
fold triangular bandages, or other bandages or makeshifts). 


4. Open the stretcher and place on it a small pillow where 

the knees will be. (A waterproof sheet, doubled from side 
to side and loosely rolled from end to end, makes a suitable 
pillow.) 
_ 5. Place the patient on the stretcher so that his heels pro- 
ject an inch or two beyond the edge of the canvas, or more 
if he is a tall man. The heel on the injured side should be 
a little lower than the other if possible. 


Fic. 1—Securing the feet. Note small loop end_ passed 
through large loop, and small loop itself turned inside out, 
bringing small strap inside the small loop. 

Fic. 2.—Securing the feet. Note end of sling passed 
through large loop before buckling off. Small loop turned 
inside out, bringing small strap inside the small loop. 


6. Adjust the loop of the other sling so that it is equal in 
length to the distance between the poles of the stretcher. 
(1 ft. 7 in). Slip it over one handle and wind very tightly 
about the feet, as shown in Figs. 1 and 2. That is to say, 


pass it from one handle across the soles of both feet, up 
across both insteps, behind both ankles, down across both 
insteps, then through the loop (to avoid torsion of the feet), 
and thence across the soles of both feet to the opposite pole. 
Secure by buckling the small strap round the opposite handle, 
making all as taut as possible. To avoid the small strap 
tearing away owing to the strain, the small loop to which it 
is sewn should be turned inside out, thus causing the strap 
to pass actually through the small loop. 

7. Gently raise the stretcher almost into the perpendicular, 
so that the patient is hanging by his feet. Draw the patient 
down head first as far as he will come (Fig. 3). (If the patient 


Fic. 3.—Obtaining extension. 


continues to have pain he may be left for a few minutes until 
the muscles are tired. He may then be drawn down a little 
further.) The stretcher may be propped up against something. 
8. See that the back part of the loop is well behind the 
buttock. Adjust the loop so that the grip plate will almost 
lie on the surface of the stretcher when the strain is taken. 
(This position of the grip plate tends to correct the flexion 
abduction and external rotation of the upper fragment.) 


9. Put a very heavy strain on the groin sling and secure 


-by buckling the small strap round the pole handle by the 


head in such a way that it does not rotate and slip (Fig. 4). 


Fic. 4.—Note that the dressing on the wound, the bandages 
round the ankles and round the knees, and the bandage securing 
the pelvis to the stretcher are omitted for the sake of clearness. 
Also the rifle, which may be placed (bolt removed) along the 
outside of the limb to steady it. 


While making fast the strong pull must be kept up in order 
that everything shall be taut after making fast. (There is 
no possibility of the groin loop constricting the femoral vessels, 
as in the rifle splint and a badly applied long Liston, for 
the i loop is so oblique that it does not cross these vessels 
at all. 

10. Level the stretcher. Tie a bandage round pelvis and 
stretcher. Lay a rifle, bolt removed, along the outside of the 
limb to steady it. Bandage it in position. The patient is now 
ready for his journey. 


Ascorbic Acid and Peptic Ulcer—In a study of the require- 
ments of ascorbic acid in patients with peptic ulcer it was 
found that five patients with duodenal ulcer utilized 20 per 
cent. more ascorbic acid than did normal individuals, It is 
pointed out that the usual Sippy diet contains much less than 
the normal requirement of ascorbic acid. This deficiency is 
easily remedied by the addition of the juice of one or two 
fresh oranges to the daily diet.—Ascorbic Acid Requirements 
in Patients with Peptic Ulcer. H. A. Warren, M. Pijoan, and 
E. S. Emery.—New Engl. J. Med., June 29, 1939, 220, 1061. 
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A SURGEON ON WEARSIDE 


Sidelights on the Life of a Wearside Surgeon. 1859-1938. By 
William Robinson, M.D., M.S., Hon. D.Ch.Durham, F.R.C.S. 
(Pp. 154. Ss. net.) Gateshead-on-Tyne: Northumberland 
Press, Ltd. 1939. 


Dr. William Robinson of Sunderland has done well to 
publish these Sidelights on the Life of a Wearside Surgeon. 
They show how much can be done to raise the medical pro- 
fession in a whole district by a single active-minded man even 
though he be busily engaged in family practice. Dr. Robinson 
tells his story well, and the portrait which acts as a frontis- 
piece is a good likeness of him as he is at the present time. 
Born in 1859 without any advantages of rank. fortune, or 
education, he entered the medical faculty of the University of 
Durham and literally swept the board of its prizes and 
scholarships. Having qualified he returned to his native 
village of Stanhope, and soon realized that the workers in the 
lead mines, which had given such magnificent revenues to the 
Prince Bishops and the Rectors of Stanhope. were unduly 
prone to phthisis. The work itself was unhealthy and there 
was a long and too often inclement walk across the moors 
to and from the mines and the village. Dr. Robinson sug- 
gested at a meeting of the Oddfellows in 1888 that it would 
be well to establish a convalescent home for such patients and 
that it could be supported by a levy upon each member of 
a few pence a year. The suggestion was adopted, and the 
Friendly Societies’ Convalescent Home at Grange-over-Sands 
has helped thousands of patients to recovery. After a few 
years at Stanhope a death vacancy opened the wav to a 
partnership at Sunderland, and there Dr. Robinson is stiil in 
active practice. As there was no surgical vacancy at the in- 
firmary because the surgeon had been appointed for life Dr. 
Robinson was elected physician. did most of the operations, 
and became surgeon some ten years later. In the meantime 
he had become surgeon to the local eve infirmary, where he 
did much good work in connexion with cataract as a trade 
affection of bottle-finishers. In 1895 the eve infirmary was 
a small building with a few beds: now it is “ The Sir John 
Priestman Durham County and Sunderland Eye Infirmary,” 
with sixty beds and suitable accommodation for nurses and 
staff. The book is full of good stories which show that Dr. 
Robinson is possessed of a keen sense of humour, for they 
are all personal experiences. He has read largely, travelled 
widely, and at one time in his early days thought he would 
become an artist. The book is to be commended to readers 
both in its more serious and in its lighter aspects. 


EARLY TEACHING OF MEDICINE IN 
PENNSYLVANIA 


Dr. David Riesman, professor of the history of medicine in 
the University of Pennsylvania, has written a useful summary 
of the story of the University teaching of medicine. It began 
with John Morgan in 1765, who had been a pupil of William 
Cullen, professor of medicine in Edinburgh. And Cullen, 
though he had never visited Leyden, understood the value 
of teaching students at the bedside as well as by formal lectures. 
Morgan had graduated in the first class from the College of 
Philadelphia, the school of which the University is the lineal 
descendant. He arrived in Edinburgh in 1760, conceived the 
idea of establishing a medical school, returned home as 
M.D.Ed. in 1765, and was appointed the first professor of 
medicine in the first and newly founded medical school of 
Philadelphia. William Shippen, a fellow-townsman who had 
been taught by John Hunter in London and had also graduated 
M.D. at Edinburgh, was chosen as professor of anatomy and 
surgery, and Adam Kuhn, who had studied under Linné at 
Uppsala, and, like his two colleagues, was an Edinburgh 
graduate, became associated with them in 1768 as professor 
of materia medica and botany. Following the custom of 
Oxford, Cambridge, and Edinburgh, graduates in medicine 


first proceeded M.B. and three years later received the furthg 
degree of M.D., but the M.B. was omitted in 1789, and frog 
that time onwards the*M.D. degree has been conferred on thy 
completion of the medical course. Benjamin Rush, who wa 
probably the most famous man in the annals of Americal 
medicine, succeeded Morgan. He, too, had been at Edinburg 
and must have been accessory to the death of very many, f 
his treatment consisted in bleeding and bleeding and bleedin 
again, with the administration of calomel and jalap in why 


he considered to be sufficient, but we should say wee) 


enormous, doses. Dr. Riesman describes him as so aggre 
sively intolerant and dogmatic that he was constantly involve 
in professional quarrels. John Morgan was unfortunate in hj 
later years. He was dismissed from his position as Directo; 
General and Physician-in-Chief of the Continental Army fy 
incompetence, although he was afterwards exonerated by th 
Congress. He died in 1789 a broken-hearted and childleg 
man. 

In the early years of the medical school the professor ¢ 
anatomy was also the professor of surgery, but in 1805 th 
two chairs were separated and Philip Syng Physick, th 
Father of American Surgery, became professor of surgery 
Specialism crept in gradually, and William F. Norris was th 
first ophthalmic surgeon to be appointed a_ professor 
ophthalmology in any American university. And so the 
medical school of the University of Pennsylvania has gon 
on from good to better and has enlarged its teaching and it 
staff as the bounds of medical science have become wider 


Something it has lost but much has been gained. Th 


characters which lent such individuality to the school have 


disappeared, and their eccentricities and oddities of manne 


and speech have become legendary : they have been replaced 
by more systematic teaching and by newer methods. — The 
buildings, too, have altered much for the better. Dr. Riesman 
illustrates his little paper with pictures of the Medical School 
as it was from 1765 to 1806: as it was from 1806 to 1829; 
from 1829 to 1873; from 1873 to 1904; and as it is at the 
present time—pictures which show the simplicity of colonial 
days as compared with the magnificence of a wealthy and 
generous nation of our time. 


ANNALS OF MEDICAL HISTORY 


The eight main articles in the July number of the Annals 
of Medical History’ cover a wide field from the middle of the 
sixteenth century to the middle of the last century. A 
scholarly contribution by the late Le Roy Crummer? who died 
in 1934, has been further prepared for publication by J. B. M 


‘Saunders and C. D. Leake, and deals with the Compendium of 


Galen’s anatomical works published in 1540 by Loys Vasse, a 
man of one book, about whom very little is known, but whose 
name and birthplace have been the subject of many disturbing 
errors. Dr. Leon Goldman discusses Moliére’s satires on. the 
pompous medical faculty of Paris and his death in 1673, 
the exact cause of which is uncertain, though a duration of 
eight years with blood-stained sputum makes pulmonary tuber 
culosis more probable than aortic aneurysm. Medicine in the 
life of Francois Rabelais is begun by Dr. D. Slaughter and 
will be continued in a future number. Dr. A. L. McDonald 
also begins a translation of the aphorisms of clinical medicine 
of Baron Nicolas Corvisart, who is described in the interesting 
introduction as a clinical teacher who was able to see and to 
make others see. These aphorisms, sixty of which appear in 
this instalment, were only discovered in the Archives of the 
Académie de Médecine and published in French two years 
ago. Three articles deal with early medicine in North 
America: Professor H. S. Birkett’s account of conditions in 
Lower Canada, Mr. F. T. Gardner’s generously illustrated 
history of medical journalism in California, and extracts from 
the diary of Thomas Wade, medical student in 1851-2 in New 
Orleans. Much reading has contributed to the allusive and 
attractive essay called “ The Knee,” by Dr. D. W. Montgomery. 


' Annals of Medical History. Third series, volume 1, No. 4, 
July, 1939. Edited by Francis R. Packard, M.D. (Pp. 315-404. 
Annual subscription I! dollars, single number 2.50 dollars.) New 
York: Paul B. Hoeber; London: Harper and Brothers. 
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THE CAMPAIGN AGAINST RHEUMATISM 


The Empire Rheumatism Council, instead of summoning 
its third annual meeting, has issued to its members a 
report over the signature of its chairman, Lord Horder. 


Since the war began, the efforts of the temporary emergency 
committee, consisting of Lord Horder, Sir William Willcox, 


'Mr. Timbrell Fisher, Dr. Mervyn H. Gordon, Mr. T. W. 


Robinson, Sir Walter Kinnear, and Dr. W. S. C. Copeman, 
have been devoted to saving so far as possible the work of 
the Council from interruption and at the same time conserving 
its resources so that with the return of peace the campaign 
against rheumatism can be carried on with full vigour. It is 
pointed out that there will almost certainly be an increased 
incidence of rheumatic disease as a consequence not only of 
war casualties but of the interruption of normal health services 
for the civil population. 

After describing the promising developments which had 
taken place during the first eight months of 1939 on all 
three “ fronts ” of the campaign—the education of the public, 
research into causes, and establishment of centres for treatment 
—the report urges that advantage should be taken of the fact 
that expected air attacks have not materialized, and, without 
abandoning the measure of precaution which present circum- 
stances dictate, some progress should continue to be made 
against those enemies—the agencies of disease—which never 
pause in their attack, 


Treatment and Research 


The rheumatism ward at the Hospital of St. John and St. 
Elizabeth and the rheumatism clinic at the West London 
Hospital, which were the first efforts of the Council to remedy 
the lack of facilities for treatment, have been temporarily 
closed, though research work in both centres is continuing. 
The rheumatism treatment centre at Edinburgh and the St. 
John Clinic and Institute of Physical Medicine in South-West 
London are still carrying on. Of other centres not so directly 
linked with the Council but working in co-operation with it, 
the British Red Cross Clinic, the largest of London’s treatment 
centres, has closed its doors; the spa hospitals, which in 
peace time are chiefly devoted to rheumatic disease, have been 
largely diverted trom that purpose, and so far as the treat- 
ment of juvenile rheumatism is concerned the dispersal of 
school children from London has interrupted to a large extent 
the London County Council's scheme for the prevention and 
treatment of the disease among the school population. 


The research work of the Empire Rheumatism Council has 
not been so greatly disorganized. It is hoped to continue at 
naval establishments even in war time the work of the 
Pearson-Stewart Foundation for research into the incidence 
of rheumatic disease among lads training for the Royal Navy. 
the Director of Naval Medical Services, Sir Percival Nicholls, 
having given most sympathetic help. Research work is also 
being continued at the British Postgraduate Medical School. 
in co-operation with the Beit Fellowship, at the Universities 
of Cambridge and Edinburgh, and, it is hoped, Glasgow, and 
at two or three other centres. Some time before the invasion 
of Poland the Research Advisory Committee of the Council 
received a promising account of results obtained at the Pil- 
sudski University, Warsaw, in regard to a serological test for 
acute rheumatism, and preparations were made for the support 
of experimental work in this country to confirm the results. 


The Finance Committee reports that the prudent policy 
followed since the Council was formed has allowed it to go 
through a gravely troubled year without financial embarrass- 
ment. 


Genital Tuberculosis—The author concludes that tubercle 
bacilli are not excreted in the urine through “intact organs.” 
—Genital Tuberculosis as “ Excretion Tuberculosis ”: Critical 


. W. Berblinger.—Beitr. klin. Tuberk., May, 1939, 


Reports of Societies 


RATIONING IN PUBLIC SCHOOLS 


Food rationing is a difficult problem enough for the 
ordinary household, but for those in charge of institutions 
it demands the exercise of a scientific faculty. For this 
reason the Medical Officers of Schools Association sum- 
moned a meeting just before Christmas to discuss how to 
make the best of rations. 


Dr. G. E. FRIEND, medical officer of Christ’s Hospital, 
introduced the subject in an interesting address. Bread, he 
said, would almost certainly remain unrationed, but its protec- 
tive and body-building value should be improved by admix- 
ture with whole-grain wheat or other cereals. Fish, if not 
rationed, would certainly go up in price, and might be short 
in supply. Here should be considered the use of meat offals 
(glandular organs), if obtainable, and imported tinned salmon 
and herring. Butter was already rationed in fact though not 
by card, but at present it was possible to live up to what most 
people considered the ideal allowance of 2 oz. a head a day— 
roughly 1/2 oz. for cooking and the remainder for spreading on 
bread at meals. If margarine had to be substituted to any 
extent it would be necessary to rely more upon milk, every 
effort being made to increase the daily ration to more than 
one pint a head, and also to increase the cheese supply to the 
maximum possible. From a study of school menus it appeared 
that insufficient use was made of cheese, and many children 
were said not to like it. Oranges and lemons would certainly 
be expensive, and might be short in supply, and the same 
remark would possibly hold good of tomatoes. Here more 
reliance would have to be placed on greens and watercress. 
The most valuable form in which to use both root and leaf 
vegetables was raw salad with vinegar dressing. The dressing 
helped to make it more palatable, and it had been proved 
that absorption of organic calcium was facilitated by the 
presence of small amounts of acetic acid. 


Dr. ELWIN NasH, who was in the chair, mentioned the 
difticulty of persuading children to eat greens. This had been 
overcome in cne institution with which he was acquainted by 
mincing the greens with other more attractive food so that the 
children consumed the greens without noticing them. Dr. 
Nash also said a good word for that much-reviled institution, 
the fish and chips shop. It did at least provide for poorer 
children, whose diet was unsatisfactory and in a rut, a solid 
meal of high protein and considerable fat value ; it was expen- 
sive, however, and the pity was that the art of frying at 
home was so little understood. 

Dr. J. LAMBERT of Wellington College said that, contrary to 
the experience of some others, he had found boys rather 
partial to cheese, especially in a toasted or roasted form, and 
many of them would also eat it in the natural state. 

Dr. FriEND mentioned an adjustment of dietary whereby 
two meatless days a week were arranged, the meat being 
substituted by cheese and additional carbohydrate foods so 
that chere was actually on paper an increase in total calorie 
value. This had coincided with the increased weight results 
among the boys concerned, both at half-term and at end of 
term, the weights being better than in any previous autumn 
term of which he had had experience. He was asked as to 
the use of mineral salts and vitamin concentrates to balance 
up deficiencies, and replied that he doubted whether condi- 
tions in this country, unless the war went on indefinitely, 
would bring about a position in which reliance had to be 
placed on such preparations. With anything like normal 
variety in the diet the mineral supply would look after 
itself, save possibly for calcium and iron. For calcium it was 
necessary to rely on milk ; and, with regard to iron, offals and 
fresh green stuff rich in iron should meet any shortage in that 
respect. With regard to vitamins, he would prefer to reinforce 
the diet by cod-liver oil as a vehicle for A and D vitamins 
rather than to rely upon highly refined preparations. 
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Local News 


INDIA 


Medical Relief in Madras 


In the last triennial report on the working of the civil 
hospitals and dispensaries in the Madras Presidency it is 
stated by Lieutenant-Colonel Shortt, I.M.S., that the rural 
medical relief scheme inaugurated in that Presidency in 
1925 continued to operate successfully. In the earlier 
part of the triennium, however, the Government was pre- 
vented by financial stringency from giving effect to the 
opening of new dispensaries required in rural areas. 
Conditions gradually improved, and their opening and 
maintenance were sanctioned at the end of 1937, at which 
date there were only 404, compared with 428 at the end 
of 1935. Permission was given by the Government for 
rural medical practitioners to be employed by district 
boards for the furtherance of public health work, such 
as the verification of vaccinations, births, and deaths, with 
the control of epidemic diseases under the guidance of 
district health officers. These practitioners may, if 
required by the health department, perform inoculations, 
for which they are paid and receive travelling allowances. 
Although rural medical practitioners, being neither 
Government servants nor employed by local bodies, are 
not normally authorized to perform post-mortem examina- 
tions or to grant certificates, yet, under the existing rules, 
in very urgent cases they are now permitted to grant 
such certificates subject to certain conditions and to 
receive fees for doing so. With a view to widening 
the scope of maternity relief and to enable the rural 
population to avail themselves widely of the services 
of trained and qualified midwives for labour cases the 
Government has undertaken to meet the subsidies paid 
to the midwives from provincial funds, and it has author- 
ized the appointment of more midwives in rural areas. 
The leprosy campaign continued to be pushed by a com- 
bination of Government and voluntary efforts. The 
group leprosy scheme was found to work well; more 
clinics were opened and some new leprosy centres were 
instituied. In various hospitals there has been a marked 
increase in the amount of radiological work. The 
Barnard Institute of Radiology in the Madras Govern- 
ment General Hospital has been particularly active; it 
found the ultra-short-wave apparatus very useful, both 
in respect of its specific therapeutic value and as an 
adjunct to deep x-ray therapy. Five cancer treatment 
centres in the Presidency were opened in 1937, and a 
refresher course in radium therapy was given to the five 
district medical officers and to radiologists attached to 
these centres. 
Pasteur Institute of India 


On September 30 last the Pasteur Institute of India, Kasauli, 
which has had a world-wide reputation for its anti-rabic 
work, closed its doors so far as this part of its activities is 
concerned. It was in 1893, just eight years after Pasteur 
employed his anti-rabic treatment on his first human case of 
dog bite, that, at a public meeting in Lahore, it was decided 
to establish an institute in the Punjab on the same lines as 
the Pasteur Institute in Paris. A committee was formed and 
the Government of India promised to give the services of a 
medical officer. Actually the services of Major David Semple, 
R.A.M.C., were not made available until 1900. A bungalow 
in Kasauli, known as Manor House, was found, and the 
Pasteur Institute of India was formally opened there for the 
treatment of dog bite and similar cases on August 9, 1900. 
It was the earliest Pasteur Institute in the British Empire. 
In the first year 321 persons received anti-rabic treatment in 
Kasauli, and the numbers increased to over 1,000 in 1905, 
over 5,000 in 1915, and over 8,000 in 1925. The dried cord 
method of Pasteur was in use from 1900 to 1907. Then the 


dilution methods of Hégyes of Budapest using a live vaccig 
was employed for some years, and in 1912 the carbolizg 
vaccine of Semple introduced. Following repon 
from Europe concerning certain vaccines of other types ; 
became necessary about 1925 to carry out very large sca 
investigations of different vaccines on comparative lines, 
1933 the investigations were complete, and the method ¢ 
treatment selected was Semple’s carbolized vaccine but of; 
greater strength and dosage than Semple had employed, an( 
using the original Pasteur virus in preference to certain Indix 
viruses which had been tried. Another important develo. 
ment was the decentralization of treatment. Formerly 4 
cases requiring anti-rabic treatment had to attend a Pastey 
Institute. It was found, however, that Semple’s vaccine whe 


properly bulbed could be transported to, and stored inf 
distant places without detriment. Accordingly the Railwal 


Centre, Allahabad, was opened in 1924 as the first out-centy 
for anti-rabic treatment, and centres in Lahore and Rawal 
pindi were opened a year later. By 1932 about 300 person 
were attending the Institute daily for treatment, of whon 
over 200 could be accommodated in the various quarters fo 
different social groups which had been acquired or con 
structed near the Institute from time to time. After 1932 the 
decentralization proceeded rapidly and was complete by 193 
when nearly 200 centres were being supplied with Kasaul 
vaccine. With this decentralization the number of person 
treated with this vaccine rose ; in 1938 it was over 22,000. Th: 
total treated from 1900 to 1938 was 276,912. It was sug 
gested in 1937 that the routine work of manufacturing an 
issuing anti-rabic vaccine could be carried out by the Centra 
Research Institute, Kasauli, along with the large-scale manv:- 
facture of other biological products. Suitable arrangement 
were made between the Government of India and the Pasteu 
Association of India, and this work has accordingly been 
transferred. 


Tropical Diseases Research 


The report for 1938 of the Calcutta School of Tropical Medi- 
cine and the Carmichael Hospital for Tropical Diseases give 
an account of the research work into tropical diseases which 
has been carried out. The hospital, which is purely a research 
institution and has extensive laboratory facilities, receives 
difficult cases from all parts of India for diagnosis and usually 
treatment; it does not deal with the simpler routine cases 
Much of the research work is financed by the Indian Research 
Fund Association as well as by the Imperial Council of 
Agricultural Research and the Rockefeller Foundation. Since 
the first case of leptospiral jaundice in India was discovered in 
1937 in the Calcutta School of Tropical Medicine, ten more 
authentic cases have been identified with a mortality rate 
of 63.6 per cent., a much higher figure than that recorded 
for Japan, possibly because many milder cases have passed 
unnoticed in India. Treatment by anti-leptospiral serum wai 
first tried in Japan with good results, and active researches 
are proceeding in Calcutta to obtain an effective specific 
serum against the local strains of leptospirae. A number of 
fractional gastric analyses showed that in Indians _ suffering 
from gastro-intestinal disiurbances hyperchlorhydria was more 
common than achlorhydria or hypochlorhydria. There was 
no evidence to support the view of workers in other countries 
that the secretion of acid was in inverse ratio to an atmo 
spheric low temperature ; the largest number of cases of achlor- 
hydria were noted in December, one of the coolest months 
of the year. It was found that in acute malarial attacks there 
was a tendency for the blood cell to be larger than normal, 
the van den Bergh (indirect) reaction being by no means 
constantly positive, and even falling within normal limits in 
most cases. This reaction seemed to be a function of the 
host’s reticulo-endothelial cell response rather than of the 
blood-cell destruction by the malarial parasite. The Bengal 
Delta malarial inquiry has shown the coastal lagoons to be 
malariogenic inversely to the stage of their development, and 
the shutting off of the tidal water by bunds to have a protec 
tive value on the local population. In one estate the screet- 
ing by jungle of breeding-places of malarial mosquitos was 
remarkably successful, the spleen index falling from 55 t0 
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5 per cent. Colonel R. N. Chopra, 1.M.S., Director of the 
Calcutta School, remarks that this again indicates that malaria 
contro! is a local problem and that much research and con- 
tinued observations are necessary before the most suitable 
measures applicable to a particular place can be defined. 
The Anaemia Research Department found that the refined 
liver extracts containing the haematopoietic principle which is 
absent in pernicious anaemia are inactive in many cases of 
tropical macrocytic anaemia, which subsequently respond well 
to treatment with crude liver extracts. The report contains 
details of these and many other investigations and of the 
general work of the Calcutta School and Carmichael Hospital. 


ENGLAND AND WALES 


Liverpool School of Tropical Medicine 


The annual report for 1938-9 of the Incorporated Liverpool 
School of Tropical Medicine records progress in the extension 
to the school building, which, it is hoped, will be completed 
early in 1940. In the department of tropical medicine research 
continued on the therapeutic action of guanidine and amidine 
compounds. Certain aromatic diamidines have now been 
produced which have proved to be of remarkable activity in 
trypanosomiasis and certain other protozoal infections. 
Arrangements were made for Dr. Lourie to spend some time 
at Bathurst, Gambia, in order to test some of these com- 
pounds on human beings infected with sleeping sickness and 
other conditions. Another investigation of some importance 
concerned the significance of the Machado reaction in South 
American trypanosomiasis, and it is hoped that this may help 
to decide the question of possible relationship between this 
form of the disease and the heart disease which is so prevalent 
in South America. Among experiments in the department of 
entomology may be mentioned an investigation into the per- 
sistence of certain dye substances in insects, with a view to 
finding a connexion between the site at which certain insect- 
borne diseases are contracted and the breeding-places of the 
vectors. The insectarium has been improved by the provision 
of a constant-humidity device and aluminium blinds for the 
additional control of temperature in summer. As a result 
the amount of live material available for study has been con- 
siderably increased. At the Sir Alfred Lewis Jones Research 
Laboratory, Freetown, Sierra Leone, a satisfactory strain of 
murine typhus was obtained from local wild rats, after 
numerous unsuccessful attempts. In the early part of 1939 it 
was reported that sleeping sickness had invaded the eastern 
border of the Protectorate in epidemic form. A _ five-weeks 
survey of the district was carried out, revealing the existence 
of a grave epidemic. Recommendations for measures of 
control were put forward, together with an offer of assistance 
in training personnel in the technique of diagnosis and 
treatment. 


The Health of Leeds 


Leeds looks back upon 1938 as one of the best years in its 
history so far as the health of the city was concerned. The 
general death rate, the infant mortality rate, and the tuber- 
culosis death rate were the lowest on record, but the most 
noteworthy achievement was the fall of the maternal mortality 
rate to the low figure of 1.76 per 1,000 births—the lowest for 
any of the large towns of England and Wales. Low mortality 
figures were also reached for scarlet fever, pneumonia, and 
influenza. It is to the comparatively small number of deaths 
in the group of respiratory diseases that the decline in the 
general mortality is due. One disappointing feature in the 
Vital statistics is the sudden and somewhat alarming increase 
in the mortality from cancer. The deaths reached the high 
figure of 879, or 1.78 per 1.000 of the population. The report 
of the medical officer of health, Dr. Johnstone Jervis, states 
that during 1938 the city was remarkably free from infectious 
diseases. With the exception of measles no serious epidemics 
were recorded. The death rate for diphtheria, for measles, 
and for whooping-cough was the same as that for the whole 
of England and Wales. The tuberculosis register had 3,112 


cases, and during the year 511 pulmonary and 176 non- 
pulmonary were notified, this in a population of close upon 
half a million. Last year was the fifth in succession in which 
there was a decline in the maternal mortality rate. Municipal 
midwives sought medical help in 895 cases, and 788 claims 
were made by medical practitioners for attendance on 
emergencies in labour, 644 being dealt with at a cost to the 
corporation of £597, or about 18s. 6d. per case. Of the 6,000 
children attending the nineteen infant welfare clinics, some 
3,500 were described as normal, there was malnutrition in 556, 
and 263 were suffering from rickets. The amount of dried 
milk supplied to mothers attending the centres during the 
year was 27 tons, and 23,000 gallons of fresh milk and 65,000 
eggs were distributed. To the activities of the Leeds health 
department ‘has been added part of the air raid precaution 
services, and last year the organization in Leeds already 
included three casualty clearing and four base _ hospitals, 
twenty-one fixed and four mobile first-aid posts, 163 first-aid 
parties, and 245 ambulances. Reference is made in the 
medical officer’s report to the good work of the Joint 
Hospitals Advisory Committee. A special committee has 
under consideration the building of a radium institute for 
Leeds. 


More Hospital Beds for London 


Between 1,500 and 2,000 additional beds will be available 
this month in London hospitals for the treatment of the 
civilian sick. The Minister of Health, Dr. Elliot, has 
authorized the hospitals concerned to modify existing arrange- 
ments so as to free these additional beds. As a result of the 
recent reorganization of the E.M.S. the services of some 400 
specialists and consultants will be once more available at the 
hospitals which they attended before the war. There will be 
no reduction in the total of beds for air raid casualties. The 
outer hospitals, which are part of the general scheme for 
London, will continue to be used for casualties and for any 
overflow of civilian sick for whom the increased accommoda- 
tion now being provided may be insufficient. The whole 
situation is to be reviewed in three months’ time to decide 
whether any further degree of reopening is expedient. 


Medical Care of London Schocl Children 


A report to the London County Council by its Emergency 
Committee states that although it was not possible to examine 
before their evacuation more than a fraction of the 230,000 
children who went into the reception areas last September, 
arrangements are being made in the supplementary evacuation 
to ensure that no school child shall be taken away before he 
has been medically examined and any necessary treatment 
given. As regards children under 5 and their mothers or other 
adults in charge, the Council has no power to effect medical 
examination. This is in answer to the considerable criticism 
in the reception areas of the health and cleanliness of the 
children. The evacuation took place just after the summer holi- 
days at a time when it is a normal experience that the condition 
of children in these respects has deteriorated. Everything 
possible has been done to assist the reception areas in their 
school medical work. Over seventy school nurses have been 
sent into the reception areas, and, in addition, nurses have been 
sent from fever hospitals to help in the treatment of children 
suffering from infection. Doctors and dentists whose school 
medical work had ceased were registered with the War Emer- 
gency Committees, to whom the reception authorities were asked 
by the Government to apply for any additional help required. 
Visits paid recently by the Couacil’s medical officers to camps 
and country houses where handicapped and very young 
children are accommodated have resulted in some transfers 
and adjustments. As for the supply of milk to school 
children, while it does not follow that a child requiring supple- 
mentary nourishment in London has necessarily the same 
requirement in the altered living conditions consequent on 
evacuation, the authorities in the reception areas have been 
informed that where it is considered necessary by the head 
teacher to continue supplementary nourishment children will 
be provisionally placed on the list of those receiving free milk ; 
retention or otherwise on the list is subject to the local school 
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medical officer's examination. About 192,000 children of 
school age are at present in London. Some of the school 
treatment centres in London are already functioning, and it 
is anticipated that about forty will have reopened after 
Christmas. Medical examinations in connexion with supple- 
mentary evacuation have shown a considerable increase in the 
incidence of verminous and allied conditions among these 
children, who have received no school medical or nursing 
attention since July. Thirty centres for the cleansing of 
verminous children have been reopened. On notification that 
an emergency school is being reopened an endeavour is to 
be made to arrange for medical and nursing inspection. The 
employment of temporary assistant medical officers in con- 
nexion with these arrangements for a maximum of 3,900 
sessions has been authorized. 


Health Services of Bristol 


Regret is expressed in the report upon Bristol's health 
services for 1938 by the medical officer of health, Dr. R. H. 
Parry, that greater advantage was not taken of the im- 
munization scheme against diphtheria. Fewer than 4,000 
children received the full course during the year. Diphtheria 
is becoming more prevalent in Bristol, and the number of 
cases among school children in 1938 was more than double 
that for the year before; the deaths numbered sixteen as 
compared with three. Deaths from measles last year 
numbered twenty-five, and there were 4,000 cases: there was 
only one death from scarlet fever with 1,000 cases. The 
report of the school medical service shows that fewer defects 
were discovered by the medical officers during routine inspec- 
tion, and this remark applies to defects of nearly all types. 
Slightly subnormal nutrition was reported in 9.7 per cent. of 
cases, and pronounced malnutrition in 0.16 per cent. It is 
the custom to send a routine notification to parents inviting 
their attendance at the school medical inspections, and last 
year, when 16,000 children were examined, parents’ attend- 
ances numbered 13,000. The interest of the parents is said 
to be increasing and their co-operation with the school medical 
department is forthcoming in any effort made to improve the 
children’s health. The total attendances at the health centres 
of the city during the year increased by approximately 30 per 
cent. over the figures for 1937, and it is stated as illustrating 
the magnitude of the work carried on and of Bristol's appre- 
ciation of its value that at the present rate there will be more 
than half a million attendances at the clinics during the twelve 
months. The figures for maternal mortality in Bristol are 
not satisfactory, being higher than those for the country as a 
whole. The domiciliary midwifery scheme under the 
municipality is reported to have worked well during its first 
complete year. The number of cases dealt with by midwives 
employed by the council was just over 1,000. It is added 
that the midwives continue io take full advantage of the 
arrangements for sending for medical help at confinemenis, 
and the claims made by medica! practitioners under this head 
during the year numbered 381. Special attention is drawn 
to the arrangements made with the specialists of Bristol 
whereby the corporation for a fixed payment per annum may 
call upon the services of teams of specialists in medicine and 
surgery. The scheme is based on the fact that Southmead, 
one of the municipal hospitals, is now carrying out work 
of a standard equal to that of the voluntary hospitals. There 
is also a scheme in Bristol whereby free x-ray examination 
of the chest is available to all practitioners for their patients. 
Tuberculosis shows a decreasfng incidence. but the position is 
considered still to be unsatisfactory. 


An Old Medical Charity 


The Society for Relief of Widows and Orphans of Medical 
Men was founded in 1788 and incorporated by Royal Charter 
in 1864. It was founded to grant relief to the necessitous 
widows and orphans of medical men residing in London and 
its vicinity. Relief is, however, granted only to the widows 


and orphans of its deceased members. The invested capita 
amounts to over £140,000. All legacies and life subscription; 
must be invested ; onty the interest may be expended unley 
a special form of bequest otherwise directs. Membership js 
Open to any medical man who at the time of his election js 
residing within a twenty-mile radius of Charing Cross. Once 
elected and provided he pays his annual subscription he may 
remove beyond this limit. If under 35 years of age on election 
a member pays two guineas a year; if over 35 but under 45 
three guineas; and if over 45, four guineas. The whok 
income, which amounts to about £5,000, is spent each yea 
in making grants to the widows and orphans. Any widow of 
a member who is left with an income of only £125 or unde 
is eligible to receive a grant. At the present time a widoy 
over 65 years of age receives £75, those under 65, £60, a 
yearly grants. Each child of a widow in receipt of grant 
receives £50 a year up to the age of 16. In some cases a 
special grant of 25 guineas a year is made to enable the orphan 
to train for some professional or business career. There js 
another fund—the Copeland—to assist orphans over the age 
of 16 who from some permanent disablement are prevented 
from earning a livelihood; the grant from this fund is £60 
a year. The number of widows is gradually increasing, and 
as there is only a fixed amount for distribution each year the 
directors may be obliged to decrease their grants. Full detail 
of the society may be obtained from the secretary, on writing 
to the offices, 11, Chandos Street, Cavendish Square, W.1. 


Supplies for the London Regional Pathological Service 


The London County Council has, over a period of years, 
developed a centralized system for the purchase of “con: 
sumable” laboratory requisites (such as glassware) in_ bulk 
and for the manufacture of culture media, vaccines, stains, 
and similar materials used in laboratory processes. The 


equipment is distributed from one of the group laboratories § 


and the laboratory materials are prepared at a “ factory ” there 
and distributed as required. The Ministry of Health has asked 
whether the Council would be willing to supply all the labora- 
tories in the Ministry’s pathological service in the London 
region with their recognized standard “ consumable” requi- 
sites, and with materials such as culture media, vaccines, and 
stains. The request has been agreed to by the Council subject 
to certain conditions as to charging. The “factory,” together 
with the necessary staff to prepare these articles, will under 
such an arrangement remain under the control of the Council, 
and the Ministry will requisition on the “ factory,”’ through 
their representatives in the sectors, for their needs, The 
Council has also acceded to a request from the War Office 
for the supply from the Council’s “*factory ” of culture media 
for army purposes and the Council’s director of research 
and pathological services, now serving in the R.A.M.C., is to 
be attached to the “factory” for that purpose. 


FRANCE 


[From Our CORRESPONDENT] 


Tuberculosis in Nurses 


Dr. E. Rist, who is charged with the medical supervision 
of the nursing school at the Salpétri¢re Hosvital, and who 
for the past fifteen years has acted in an advisory capacity 
in the field of tuberculosis in connexion with the nursing 
and domestic staffs of the Paris public hospitals, continues 
to compare the tuberculosis casualties among nurses accord: 
ing as they are Pirquet-negative or Pirquet-positive when 
beginning work as probationers. He confirms the observa: 
tions of Heimbeck, who found the tuberculosis morbidity many 
times higher in originally Pirquet-negative than in originally 
Pirquet-positive probationers. Dr. Rist would like to lessen 
this handicap of the Pirquet-negative probationer by giving her 
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B.C.G. by the parenteral route, subcutaneous or intradermal. 
But he feels obliged to reach this objective by a series of steps, 
not at one bound, because indifference and even opposition to 
B.C.G. inoculation are still forces to be reckoned with. His 
first step is education. His second step is to invite schools of 
nursing to decline all responsibility for pecuniary aid to 
Pirquet-negative nurses who develop tuberculosis after having 
refused B.C.G. inoculation. His third step is to encourage 
schools of nursing not to accept candidates unwilling to 
undergo treatment with B.C.G. Ultimately he hopes that such 
treatment may be made compulsory. Meanwhile all the 
nursing schools should be encouraged to keep careful records 
of the Pirquet reactions of their pupils and of the diseases 
overtaking them in the course of their studies. 


SCOTLAND 


Glasgow Royal Maternity and Women’s Hospital 


The medical report of this institution for 1938 is the thirteenth 
of the series and is arranged like its predecessors, following 
mainly the standard scheme approved for these reports by 
the Royal Society of Medicine. The hospital has 175 beds— 
seventy-eight for ante-natal patients, the same number for 
lying-in patients, and nineteen for suspect cases. The hospital 
comprises three permanent units consisting of ante-natal, lying- 
in, and Jabour wards. The beds for suspect cases are situated 
in a special isolation block and are in the charge of an assis- 
tant obstetric surgeon and a specia! house-surgeon ; no member 
of the staff of this isolation block comes into any contact 
with patients elsewhere in the hospital. There are a resident 
anaesthetist and a visiting anaesthetist. In the year under 
review 4,816 patients were admitted. The number of infants 
born in the hospital was 3,387, of whom 436 were stillborn ; 
there were sixty-seven maternal deaths, the mortality being 
1.4 per cent. The ante-natal department attached to the hos- 
pital recorded 19,374 attendances, and there were 5,170 
attendances at the infants consultation dispensary which 
works in connexion with the ante-natal department. Emer- 
gency cases are admitted to the hospital from doctors in the 
city area of Glasgow and in outlying districts without pro- 
vision for hospital treatment, as well as from the hospital’s 
outdoor service. In 1938 this service attended 4,544 women 
in their own homes. The total number of abnormal cases was 
3,611, or 74.2 per cent. of all admissions, such a large number 
being attributable to the fact that the hospital serves a large 
industrial population among whom the incidence of rickets 
and malnutrition is high. Since 1935 a blood transfusion 
service has been maintained by the hospital and the number 
of donors on the roll is now 212. Investigations are being 
conducted in the research department of the hospital into the 
toxaemias of pregnancy, the effects of obstetrical collapse on 
the anterior lobe of the pituitary gland, heart disease in preg- 
nancy, and the treatment of contracted pelvis. The number 
of medical students enrolled during 1935 for training in 
practical midwifery was 291, and 278 nurses were training 
for the certificate of the Central Midwives Board. Caesarean 
section was used in the delivery of 115 cases of contracted 
pelvis, the classical operation being performed in sixty-one 
cases and the lower uterine segment operation in fifty-four. 
One patient died from obstetric shock after the classical 
operation, and another from general peritonitis following the 
lower segment operation. The combined pyrexia and sepsis 
rate was 8.2 per cent. for the classical operation and 20.4 per 
cent. for the lower segment operation. 


Detection of War Gases—According to Cot and Genaud, 
the detection of war gases as practised in this country and 
in Germany before the war was not as efficient as in France. 
The authors stress the importance of training A.R.P. personnel 
and discuss the best means of organizing such training on a 
large scale—Detection of War Gases.—Presse méd., June 28, 
1939, 4'7, 1029. 


Correspondence 


Legal Protection while on Service 


Sir,—In view of the absorption of a great number of medical 
practitioners into whole- or part-time service in one or other 
of the fighting or defence Forces of the Crown and the con- 
sequent dislocation of medical practice throughout the country, 
it is thought advisable to point out the vital necessity for 
ensuring personal legal protection. It would be folly to assume 
that because of employment in the Naval, Military, or Air 
Forces a medical practitioner's personal immunity from legal 
attack was assured. Experience has shown that such attacks 
may mature at an interval of months if not years after the 
alleged negligence or malpraxis has occurred. It is unfortu- 
nately established beyond any doubt that at all times and 
in all circumstances every medical practitioner in the prac- 
tice of his profession is liable to legal attack, and he may 
require legal protection even against the authority by whom 
he is employed. 

The undersigned representatives of the two leading defence 
organizations consequently feel it appropriate to urge strongly 
the necessity for every medical practitioner to belong to a 
defence society. Those who are already members should con- 
tinue to pay their subscription—the saving of this small annual 
outlay in no way compensates for the liability which may be 
incurred—while those who are at present unprotected should 
join a society without delay. To facilitate matters, arrange- 
ments have been made for the completion of bankers’ orders 
to ensure that no matter what circumstances may arise 
members will not be penalized through some hindrance in 
the payment of subscription by the proper date-——We are, etc., 


CUTHBERT WALLACE, 
President, 
The London and Counties 
Medical Protection Society, Ltd. 


Eric PEARCE GOULD, 


President, 
The Medical Defence 
Union, Ltd. 


Treatment of Neuroses in the E.M.S. 


Sir,—In the note under the above heading in your issue of 
December 23, 1939 (p. 1242), it is stated that in the Spanish 
Civil War “a number of patients who had been in the proxi- 
mity of bursting bombs, and who exhibited symptoms of an 
apparently neurotic type, proved on examination to be suffer- 
ing from injury of the nervous system, as demonstrated, for 
example, by haemorrhage or other changes in the cerebro- 
spinal fluid.” It is, however, important to remember that 
signs of organic disease do not necessarily indicate that 
associated symptoms are also organic in origin. Similar 
changes in the cerebrospinal fluid were discovered in the war 
of 1914-18, and as a result many patients were regarded as 
suffering from serious injury of the central nervous system 
and kept completely at rest for prolonged periods. When 
eventually they were allowed to move it was often found that 
they were paralysed. In the vast majority of cases the 
paralysis was hysterical. Any organic paralysis which may 
have followed the concussion disappeared very rapidly, and the 
persisting incapacity was almost invariably due to hysterical 
perpetuation of what was primarily an organic condition, largely 
as the result of the suggestion following on erroneous diag- 
nosis and consequent inappropriate treatment. 

The moral is that a patient with any form of paralysis 
following an explosion in the near neighbourhood or burial 
without external wound should be encouraged to move all his 
limbs directly he regains consciousness, and should be made to 
get up and return to activity as soon as he has had the rest 
required for the treatment of the concussion—that is, after not 
more than a week or two at the most. Between 1916 and 
1919 I saw a great many cases of severe hysterical paralysis 
which had followed cerebral or spinal concussion from shell 
explosion or burial, and had been present for many months 
or even a year or two, but which would never have developed 
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if organic nervous disorder had not been diagnosed when the 
cases first came under observation. 

Symptoms such as tremor, mutism, and deafness, which often 
developed simultaneously, and were also at one time regarded 
as the result of some obscure organic condition called “ shell 
shock,” which, according to Mott. was the result of the 
punctate haemorrhages he found in the central nervous system 
of fatal cases, were always purely psychogenic, and could be 
cured by simple psychotherapy in a few minutes if treated 
at once.—I am, etc., 

ArtHur F. Hurst. 

Headington, Oxford, Dec. 22, 1939. 


Endotracheal Anaesthesia 


Six, have been much interested in the correspondence 
which has followed the publication of the paper by Drs. 
Rosalind Milne and J. Ross Mackenzie on endotracheal anaes- 
thesia (Journal, December 9, 1939, p. 1136). 

Twenty-seven years ago, when I had the honour of intro- 
ducing Meltzer and Auer’s method of intratracheal insuffla- 
tion into England, it was then recognized that this, one of 
the greatest advances in technique since the discovery of 
anaesthesia, was based on sound physiological principles. 
These principles are in danger of being overlooked. The 
change in name from intratracheal insufflation to endotracheal 
anaesthesia corresponds to a change in practice which is 
fundamental. 

Many anaesthetists now use a large soft rubber tube which 
is passed through the nasal cavity. This is apt to convey 
sepsis to the larynx. The tube is so large that it distends the 
glottis, and so short that it does not reach to the bifurcation 
of the trachea. The pressure of the anaesthetic vapour is so 
small that it is barely above aimospheric pressure, and may 
even fall below zero during inspiration. The backflow from 
the lungs outside the tube is small and is not sufficient to 
blow off blood, mucus, or pus. Intratracheal insufflation is 
a method of artificial respiration as well as a method of 
anaesthesia. Normally in quiet breathing only the air of the 
trachea and the larger bronchi is changed with each breath. 
The interchange of gases in the rest of the lungs and the 
transference of oxygen to the blood go on by simple 
diffusion. A slight increase of pressure will increase the 
diffusion. Meltzer and Auer showed that a dog in which all 
respiratory movements were paralysed by curare could be 
kept alive for many hours if a constant stream of air under 
pressure Was applied at the bifurcation of the trachea. This 
was done by inserting a catheter through the glottis. 

The absolute essentials for this experiment were: (1) The 
catheter must reach to the bifurcation. (2) The diameter of 
the catheter must be of such an exact size as to allow a 
constant back-stream of air up through the glottis. If the 
catheter was too wide the velocity of the stream was too small 
for efficient oxygenation: if too narrow the lungs were not 
sufficiently distended. The width of the catheter should be 
about half that of the glottis, and the optimum pressure of the 
air from 10 to 30 mm. of mercury. 

The stream of air coming up from the glottis was of a force 
great enough to blow off any obstruction at the glottis, 
whether blood, mucus, or pus. If the dog’s stomach was filled 
with a charcoal emulsion, and apomorphine given to induce 
vomiting, then not a trace of charcoal could be found on the 
mucous membrane of the trachea. This was in striking 
contrast to the control experiment with the dog under simple 
ether anaesthesia. Here particles of charcoal could invariably 
be found on the trachea despite scrupulous care by swabbing 
to prevent it. 

If ether is mixed with the current of air the method gives 
a perfect anaesthesia in addition to supplying sufficient oxygen 
to keep the animal alive notwithstanding complete respiratory 
paralysis. Meltzer also showed that the method was capable 
of resuscitating a dog after poisoning by chloroform, 
morphine, or strychnine when these drugs were prshed to 
the point of respiratory failure. 

After an experience of many thousands of intratracheal 
anaesthetics done for me by the original insuMation method 
1 feel that the large tube passed through the nose and the 
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modern small pressures are not improvements but mistake port that | 
for they contravene the principles outlined above. The larg vent to his 
tube cannot always be passed through the nose. It is septic. gection in 
before it reaches the glottis, and the blind attempts to push if omen, whi 
through the glottis do far more damage than the direct org but of bed. 


passage of a smaller tube under direct visual control through 
a laryngoscope. Moreover, should there be any subglotiicf 
narrowing, OWing to tracheal flattening, this may be quit 
easily recognized and a smaller tube substituted. There js 
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no necessity to use cocaine or lubricants, and a suction tube 
or gauze packing in the mouth are both alike superfluous, 
The essential features of an insufflation apparatus are q 
blower, a manometer, a blow-off under mercury so that thi sip—I h 
air pressure never exceeds 30 mm. mercury, a surfaciigurray’s a 
carburettor for the ether 5 inches in diameter, and an intra-diiyecember | 
tracheal catheter half the size of the glottis. It is doubtful perience 


whether warming the anaesthetic vapour is essential. The 
specific heat of air-ether mixture is so small that it give 
out and picks up heat with the greatest rapidity. A breath of 
air on the coldest winter's day below freezing-point reachefi,r the plac 
to blood heat by the time it reaches the bronchi. eptic intra 

Intratracheal insufflation remains the safest and best method he haemo 
of anaesthesia for all difficult cases. It ensures a clear airway %% njuries as 
and is in itself an artificial respiratory machine. There is nofabour shot 
advantage in supplying ether below the glottis if the patients nce literal 
respiratory muscles are used to suck in the anaesthetic vapour. have so far 
On the contrary, the presence of the tube enhances the rise the plac 
of aspiration of extraneous material should the pressure inside equired fo 
the trachea fall below zero. Especially is this likely to any pyrexiz 
happen if the larynx is cocainized. If the tracheal catheter I must c 
is used at all it should be used with positive pressure, as argquhar | 
Meltzer and Auer first used it in the laboratory. Surgeons fi ontrol of 
and anaesthetists should be on their guard against violating Mi he action 
the cardinal principles of insuMation. I would commend tofiMfessor Cha 
n interested a careful reading of Meltzer’s original papers— September, 
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. E. KELLy. bot 
Liverpool, Dec. 24, 1939. 
experience 
Conservation of Cervix in Prolapse Operations [apidity an 
Sir,—I have read with great interest Dr. J. W. A. Hunter's cine 
article in the Journal of November 18, 1939 (p. 991). The essen- Treatr 


tial features of his procedure, which is advanced as “a new 
method,” consist in the removal of a cuff of vaginal wall Sir,—Dr 
around the cervix and the elevation of the uterus to a higher HByse of the 
level by means of suturing the cervix to the upper incision. BBpood result 
This procedure yielded satisfactory results in a number of Min German 
cases of prolapse “in which there is relaxation of all the ing as a | 
uterine supports, the pelvic floor, and the vaginal walls, the Hthat both 
uterus being at a low level in the vagina.” It was gratifying H¥Friedrich ; 
to find in Dr. Hunter's method the strict maintenance of the Jpreventing 
essential operative principles of a new procedure which we In cont 
developed a few years ago in the gynaecological -department BMessential th 
of the Cincinnati University Hospital and described as a new M@fractured | 
procedure, in January, 1937, in Zentralblatt fiir Gyndkologie His secured. 
(p. 130). should if 

Realizing that in complete uterine prolapse the anterior pleasant o 
vaginal wall is found detached from the descending pubic Hireduced b 
bones, to which under normal conditions it is laterally most Hisilicic acid 
firmly attached—thus allowing the vagina to invert and descend [which sod 
to a low level—we reattach to the pubic bone on either side he last v 
the anterior aspect of the vagina from which a transverse fold, Htion of th 
three centimetres high in the mid-line and petering out laterally, sary. For 
has been excised. In our technique we stress an extensive BMsatisfactor 
dissection of the vagina from the cystocele until the lower It is or 
margin of the descending pubic bone can be distinctly felt, and H¥quickly in 
also a dissection of the bladder off the cervix to a level corre: Mbad condi 
sponding to the internal os. Elevation of the uterus is effected Hhow nursi 
by the closure of the transverse defect in the anterior vagina Hof the stor 
(interrupted sutures), The cervix is thus brought to a higher [cast surro 
level and its position safeguarded by way of transfixing the Milligan ¢ 
Outermost angles of the vaginal fold to the fascial investment #1939 (p.11 
of the pubes. In our technique we use deep interrupted sutures [round the 
to bring the pubo-coccygeus muscles and cervical margin to- brane, m: 
gether on each side, while Dr. Hunter approaches the pubo- Hifluid, 
coccygeus to the parametrium. I was pleased to find in his 
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port that no difficulties were encountered in deliveries subse- 
vent to his procedures. I never open the peritoneal bladder 
flection in my prolapse patients, particularly not in elderly 
omen, which may account for the possibility of moving them 
yut of bed. for hours, from the third day on. Our method is 
atisfactorily applicable to both moderate and complete types 
»f uterine prolapse and also serves a good purpose for the 
ure of large cystoceles.—I am, ete., 
Cincinnati, Ohio, Dec. 17, 1939. J. Horspaver, M.D. 


Post-partum Haemorrhage 


Sin—I have read with deep interest Professor Farquhar 
furray’s address on the above subject in the Journal of 
December 16, 1939 (p. 1180). It has fortunately not been my 
xperience to deal with any very profuse cases of post- 
partum haemorrhage, and in those cases | have met with the 
ain cause has apparently been insufficient contraction and 
etraction of the uterine muscle due to incomplete separation 
pf the placenta, as manual removal, followed by hot anti- 
eptic intra-uterine douches, has in great measure controlled 
he haemorrhage. i here, of course, exclude such gross 
Gnjuries as cervical tear, which in a_ properly managed 
abour should never occur. Although I have had more than 
pnce literally to strip the placenta from the fundus uteri, 1 
ave so far never had cause to employ bimanual compression 
of the placental site. In no case in which artificial aid was 
equired for the removal of the placenta have I ever noted 
any pyrexia or other signs of sepsis. 

I must confess I was disappointed to note that Professor 
arquhar Murray made no mention of ergometrine in the 
ontrol of post-partum haemorrhage. 1 was privileged to see 
Mhe action of ergometrine brilliantly demonstrated by Pro- 
essor Chassar Moir at the Radcliffe Infirmary, Oxford, in 
September, 1938. I was so impressed that since then I have 
sed it in cases of threatened severe post-partum haemor- 
hage, both before and after delivery of the placenta, in 
preference to pituitary extract, and in my _all-too-limited 
experience have found it vastly superior in action in both 
rapidity and degree to the time-honoured product.—I am, etc., 
Marple, Cheshire, Dec. 21, 1939. A. G. HASTINGs. 


- Treatment of Wounds by the Closed Method 


all Sirn,—Dr. Trueta’s lecture, in which he recommends the 
et Buse of the closed plaster-of-Paris cast and emphasizes the 
MN. Begood results of the method, recalls to my mind the experiences 
of Bin Germany of the last war, when we used this kind of dress- 
he ing as a routine in war fractures. It was soon recognized 
he Mthat both the excision of the bruised tissues according to 
N§ @eFriedrich and complete immobilization were the best ways of 
he HBpreventing infection and its spread. 


ve In contrast with the treatment of closed fractures it is 


nt essential that in every compound fracture complete rest of the 
W @fractured limb with absolute inactivity of the injured muscles 
¢ MBis secured. After the excision of the wound the plaster cast 
should if possible stay on for about three weeks. The un- 
of Mpleasant odour developing in many cases can be avoided or 
1c reduced by using either physical adsorbents like colloidal 
silicic acid and animal charcoal, or chemical deodorants, of 
1d which sodium perborate (Na,B,O.) proved to be the best. 
The last was used to impregnate the gauze. Before applica- 
d, MBtion of the cast an exact reposition of the fracture is neces- 
y, sary. For the lower limb, Lambotte’s tractor was very 
Ve satisfactory when an orthopaedic table was not available. 
It is one of my outstanding memories of the war how 
id quickly in many cases such a cast changes for the better the 
e Bebad condition of the wounded, how appetite returns, and 
d Hhow nursing is simplified. The possibility of acute dilatation 
a Hof the stomach was kept in mind in cases in which the plaster 
‘t @ecast surrounds the pelvis and lower limbs. As Mr. E. T. C. 
Milligan emphasized in his letter in the Journal of December 9, 
1939 (p.1160), the closed plaster-of-Paris maintains the tension 
'§ round the limb as a kind of substitute for the limiting mem- 


é 7. maintaining thereby the flow of lymph and venous 
uid, 


The plaster cast without windows was in general use in 
Germany after the surgical meeting of 1915, where its advisa- 
bility was stressed by Ritter. Of course, there will always be 
found a number of infected cases in which it is necessary to 
apply a plaster cast with windows. It is then a matter of a 
good plaster technique to avoid stasis and bulging of the 
wound. In the upper limb the best way is to divide the cast 
and to make one part so that it can be taken off like a lid. 
In the lower limb the covering of the window is best effected 
by a perforated celluloid panel. In cases of infected fractures 
which have not been properly immobilized and which there- 
fore have become oedematous, with high fever and abundant 
discharge, a closed plaster cast often gives striking results, even 
in desperate cases, when amputation had already been under 
consideration. Here, of course, with the receding oedema 
the cast may need changing more frequently, perhaps every 
week. In any case the exceptional value of the method is 
proved in thousands of cases. and it will maintain its well- 
established place in war surgery.—-I am, etc., 


London, W.14, Dec. 21, 1939. ALFRED Haas. 


Sulphapyridine for Post-vaccinal Encephalitis 


Sir.—It may be of interest to record a case of post-vaccinal 
encephalitis treated with sulphapyridine followed by recovery. 


A girl 12 years old was admitted to hospital on June 26, 
1939. She was formerly healthy except that she was under 
treatment for tonsillitis for a week in the hospital a year 
previously. 

The patient was stated to have been inoculated with 
ordinary calf lymph fourteen days before admission. She felt 
tired and had to go to bed, but had no headache or other 
pain. After a week she got up and played with other children 
without it being noticed that she was not quite herself. A 
few days before coming to hospital she had severe headache 
and went to bed. The headache persisted, and the last twenty- 
four hours before treatment she lay in a state of listlessness 
and was only aroused by a direct question. She had no 
cramps. 

On admission the patient was in a state of stupor, her head 
was retracted, and her knees and hips were flexed. She 
responded to questions by an incomprehensible mumbling. 
Her expression was strained and rigid. She vomited repeated] 
and had incontinence of urine. Temperature 102.9° F., 
pulse 108 and steady. respiration 26 and quiet. Pupils equal— 
about 3 mm. in diameter—and reacted to light. Heart, lungs. 
and abdomen were normal. On the right upper arm the 
vaccination marks showed as three half-dried depressions each 
8 mm. in diameter. There was no regional gland reaction. 
Rigidity of the extremities was marked. Plantar reflexes were 
normal, but under examination there was definite resistance. 
Neck stiffness was pronounced. On account of the rigidity 
it was difficult to make out the other reflexes. Urinary exam-. 
ination was impossible. The cerebrospinal fluid was clear 
and the number of cells normal. Pandy’s test was negative. 
The Nonne-Apelt reaction showed a little opalescence. 

The patient was given two tablets of sulphapyridine crushed 
and suspended in water, which she swallowed without vomiting. 
Next morning the temperature had fallen to 101.5° F. She 
answered questions clearly and took a little nourishment. 
Four more tablets were administered during the day. Her 
mental condition improved and in the evening she was con- 
siderably brighter. Temperature had fallen to 99.7° F. On 
the following day, after taking three tablets, she had very 
little neck stiffness, and it was apparent that she was practically 
normal. On July 1 there was no stiffness of the neck. She 
felt perfectly well, and on leaving the hospital on the eighth 
day examination revealed nothing pathological. 

While spontaneous recovery in such cases is not uncommon, 
it is noteworthy that until administration of the drug the 
patient showed no signs of improvement. It is reported in 
the hope that others may test the possible value of chemo- 
therapy in this condition.—I am, etc., 

INGJALD SCHJOTH-IVERSEN. 

Eidsvoll Hospital, Minnesund, Norway, Dec. 12, 1939. 
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Relapses after Sulphonamide Treatment 
of Gonorrhoea 


Sir,—We are grateful to Dr. W. Neville Mascall, Drs. E. W. 
Assinder and G. H. Knight, and Dr. A. Gardner for their 
comments in your correspondence columns of December 16, 
1939, on our article on post-sulphonamide relapses. Dr. 
Mascall and Dr. Gardner are so largely in agreement with 
us that it is not necessary to join issue with them on any 
point. It is particularly encouraging to us to have our figures 
accepted by a statistician of Dr. Gardner's standing. 

With regard to Drs. Assinder and Knight's criticisms of our 
computations, it appears that we have been misunderstood on 
the following two points: (1) Table I in our article represents 
an attempt to assess the probable late relapse rate, including 
defaulters. \t is at least reasonable to suggest that relapses 
do occur among defaulters. Indeed, every clinic sees relapses 
from other clinics. We did in fact point out that our com- 
putation of relapses according to Table I was likely to be 
excessive, and finally proposed to take a mean between the 
figures of Table I and the known relapse rate of non-defaulters. 
(2) We congratulate Drs. Assinder and Knight on their high 
percentage of positive cervical cultures, but are sorry that 
they cannot understand our statement that “in most cases 
of proved female gonorrhoea gonococci are demonsirated only 
in the urethral discharge.” We can only reaffirm that this 
is Our experience with first cultures at this clinic, where we 
use serum-agar slopes. We might add, however, that after 
the secondary infection has been brought under control some 
of our relapsed cases with an initial negative cervical culture 
now show a positive one. 

Finally we would like to say that we tried to make it clear 
that sulphapyridine is, in our view, the most potent anti- 
gonococcal sulphonamide to date, and we are glad to have 
Dr. Gardner’s support for our explanation of our lower late 
relapse rate with sulphanilamide—namely, the necessity for 
longer treatment and the more frequent need for multiple 
courses.—We are, etc., 

A. J. COKKINIS. 
G. L. M. McELticorrt. 

St. Mary’s Hospital, W.2, Dec. 27, 1939. 


Treatment of Varicose Ulcers 


Sir,—As one in charge of a large gravitational ulcer clinic, 
1 would like strongly to support what Dr. Stuart McAusland 
(Journal, December 9, 1939, p. 1164) has said about elasto- 
plast and similar types of bandages, and with him would 
deprecate isolated accounts which might frighten practitioners 
from employing such a valuable form of treatment. 1 would 
not have written this letter, however, had not Dr. J. R. A. 
Davies introduced certain misconceptions into his last letter 
(December 23, 1939, p. 1253) which I feel should be corrected. 

I do not like the term “occlusive bandage treatment” ; it 
should be “supporting bandage treatment,” as support and 
compression are the essential factors in the treatment. Why 
do these patients clear up so rapidly in bed? It is nothing 
to do with occlusion but because the latent, or obvious, oedema 
of the leg is drained away and the ulcer allowed to heal. To 
say, as does Dr. Davies, that cutting off of the blood supply to 
the ulcer induces healing is clearly absurd, whilst his second 
point about mobilizing the patient's defences by locking up 
septic products is disproved by the fact that where there is 
much discharge it usually oozes through the bandage. The 
essential point in treating ulcers with elastoplast is to apply 
the bandage firmly and squeeze out any oedema ; if necessary, 
extra pressure can be obtained around the margins of the 
ulcer by means of a rubber pad. Sometimes one meets a 
susceptible patient and the bandage must be removed and 
replaced by a “ viscopaste” type of bandage, with, if neces- 
sary, an elastoplast bandage applied over it. With this pro- 
viso, I apply elastoplast to any “ gravitational” leg whether 
it shows eczema or not. One hospital in the North of 
England has abandoned this form of treatment because of the 
expense. I find that most of my patients willingly pay for 
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their own bandages or contribute towards the cost, and of, 

ask that the bandages may be reapplied indefinitely |gJ 

after the ulcers have healed, because of the sense of secur 

which they impart.—I am, etc., 
Leeds, Dec. 31, 1939. 


Francis F. 


Virtues of Brown” Bread 


Sirk,—Having read the letter from Surgeon Rear-Admiy 
C. M. Beadnell (December 16, 1939, p. 1207), and whi 
agreeing with him that white bread is slightly richer in carb 
hydrates and sometimes in proteins too (though various king 
of whole-meal and germ breads vary considerably in. the 
protein content, and some are indeed richer in this. thy 
white bread), I think that it is important to emphasize thy 
this results not, as Admiral Beadnell states, in a higher foo 
value but only in a greater caloric value. It is incorrect jj 
exclude minerals from the class of substances called * food’ 
when it is well known that a number of mineral compounds- 
for example, of iron, calcium, phosphorus, or iodine—a 
indeed essential foods. Moreover, I contend that not oni 
minerals but also water and cellulose are * nutritious ” ingr 
dients of whole-meal bread. 

It has long been taught by MecCarrison, and is now wide) 
accepted, that one of the several major factors on whic) 
nutrition depends is the supply of certain “ materials” 
namely, oxygen, water, sunlight, and “food.” which, so fy 
as is at present known, includes proteins, fat, carbohydrate 
vitamins, and minerals. That whole-meal bread is a _ bette 
source of minerals than white bread, and has a fairly goo 
content of vitamins B, and B. and some E, while whirl 
bread has practically none, is admitted by Admiral Beadnel, 
The nutritive value of a foodstuff (namely, an edible materid 
that contains food) is dependent, however, on its physical 4 
well as its chemical properties (a point which is sometime 
lost sight of), and here whole-meal bread is markedly superior 
to white, for its greater cellulose content provides bulk ani 
roughage to aid in the elimination of other alimentary wast 
products, while its consistency is such that it has less tendenc 
to adhere to the teeth and ferment than white bread. Whok: 
meal bread is therefore less likely to induce common consi: 
pation and dental caries, which are both nutritional defect 
in that mal- as distinct from under-nutrition plays a part in 
their causation. 

It is only fair to compare “instinctive” taste preference 
for white or whole-meal bread if one can obtain identical 
experimental groups, unconditioned by habits or methods 0 
upbringing. Infants, however, take well to whole-meal bread, 
and a full month’s trial is sufficient for most older children 
or adults to acquire a permanent preference for the richer 
flavoured whole-meal bread. 

Finally, neither true whole-meal bread, if slowly an 
thoroughly baked, nor germ breads baked from the severil 
well-known proprietary brands of flour fortified with wheat 
germ, “become more rapidly dry and stale” than whit 
bread ; indeed, the reverse is the case. May I suggest that the 
housewives of Admiral Beadnell’s acquaintance are basin 
their opinion on experiences with common “ brown bread’ 
made from roller-milled flour coloured and roughened with 
added bran and too rapidly baked?—I am, ete., 

Gloucester, Dec. 18, 1939. JouN LISHMAN. 


Provision of Free or Cheap Milk 


Sir,—The letter by Dr. J. Joseph under this heading in the 
Journal of December 16, 1939 (p. 1207), was most timely. Itis 
true that perhaps our most efficient means of building health 
and preventing the development of bodies which later becomt 
expensive and recurring drains on the public purse has been 
the provision of meals and milk either free or “ assisted” 
through the schools. Before the outbreak of war the 
Edinburgh branch of the Children’s Nutrition Council had, 
following the lead of the B.M.A. in London and groups d 
doctors throughout the country, arranged for a nutrition cot 
ference, the main object of which was to urge a much wider 
use locally of those various enabling Acts by which local 
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authorities have power “to take such steps as they think fit 
for the provision of meals for children in attendance at any 
public elementary school within their area both on days when 
ihe school meets and on other days.” (Education Act. 1921.) 

In some parts of the country local authorities have shown 
much imagination and understanding of the basic importance 
of the problem of nutrition in childhood. In such cases this 
and other enabling Acts have been used with such energy 
that the health standard of the children in their care has 
approached much more closely that which would be accepted 
as normal in the more fortunately situated sections of the 
community. By such activities ‘on the part of enlightened 
authorities do we take a measure of an advancing civilization. 
As your correspondent mentions, many of our schemes for the 
feeding of children have been temporarily upset by the war, 
and it is well to note that local authorities in reception areas 
are responsible for the carrying out of such schemes and, 
where necessary, of initiating them (Circular No. 1882). 
Useful information on such problems is obtainable in a 
pamphlet, Nutrition and Local Government, which can be had 
from the Children’s Nutrition Council, 72, Horseferry Road, 
London, $.W.1. A Scottish edition has been found necessary 
in view of certain differences in administration between the 
two countries and is at the moment almost ready for publica- 
tion.—I am, etc., 

J. Lipetz, 
Children’s Nutrition Council 


Edinburgh, Dec. 22, 1939. (Edinburgh Branch). 


Diabetes and Renal Disease 


Sir.—I am glad to find that Drs. R. D. Lawrence and 
W. G. Oakley have taken an early opportunity (Journal, 
November 4, 1939, p. 929) to contradict certain statements 
made by Dr. K. E. Barlow in his article on diabetes and kidney 
failure (Journal, October 14, 1939, p. 765) which, if left without 
comment, are likely to mislead the general medical public. 
The conclusion drawn by Dr, Barlow that nephrosclerosis 
lowers the renal threshold for glucose is contrary to the view 
J have held all along. My experience has been that in such 
conditions the renal threshold is almost invariably elevated, 
sometimes to a remarkably high degree. I also entirely dis- 
agree with the statement that mild diabetics are better off with 
nephritis than without it. I personally think that the correct 
statement would be the other way.—I am, etc., 

J. P. Bose, M.B., F.C.S. 

School of Tropical Medicine, Calcutta, Dec. 16, 1939. 


Lymphatic Leukaemia 


Sin—Dr. A. Wesley Hill (Journal, December 23, 1939, 
p. 1253) has raised several points about my paper on lymphatic 


‘leukaemia. 


Case IV was not one of pernicious anaemia because there 
were no megeloblasts in the bone marrow (see Israéls, J. Path. 


~ Bact., 1939, 49, 231: or Bodley Scott. Quart. J. Med., 1939, 8, 


127) and fractional gastric analysis showed hyperacidity (see. 
for instance, British Encyclopaedia of Medical Practice, vol. i). 
In Case V the diagnosis of lymphatic leukaemia in the face 
of a positive Wassermann reaction was based on the qualita- 
live, not the quantitative, changes in the cells of the marrow 
and his tailure to improve on anti-syphilitic treatment. If his 
anaemia had been secondary to syphilis the differential cell 
count in the sternal marrow would have been quite different. 
lam glad Dr. Hill has raised the point of high-colour-index 
anaemias. Pernicious anaemia is the commonest catise in 
this country of an anaemia with a colour index greater than 1, 
but it is far from being the only cause. A high colour index 
may also occur in haemolytic anaemias, including acholuric 
jaundice. in leukaemia, especially acute leukaemia, and in 
almost any very severe secondary anaemia—for instance, that 
accompanying nephritis or carcinoma of the stomach or colon. 
_ Should liver extract be given? Typical pernicious anaemia 
Is a very striking clinical syndrome; if a practitioner is sure 
that a patient has pernicious anaemia he should give liver 
extract. But if he is doubtful and intends to take another 
Opinion, then it is most important that he should not give 


liver extract before doing this, since it may seriously confuse 
diagnosis. As to severity of the anaemia, patients with the 
same blood level are often quite different clinically. It is the 
haemoglobin level that affects the patient most, not the number 
of red cells ; Case I had 11 per cent. more than Case II. 

In reply to Dr. A. Piney (p. 1252), I have not seen cells 
that I should classify as lymphoblasts in aplastic-type anaemias. 
The cellularity of the marrow in such anaemias I have always 
found to be much less than in any of the leukaemic cases.— 
I am, etc., 

Manchester, Dec. 27, 1939. M. C. G. Israéts. 


Closed-circuit CO, Absorption Apparatus 


Sir,—With reference to Dr. H. Parry-Price’s notes about a 
CO, absorption closed circuit apparatus for use on a Boyle’s 
(or other) gas-oxygen-ether apparatus (Journal, December 16, 
1939, p. 1189), some nine months ago I was rather concerned 
at the cost of the vinesthene-ether (25 per cent.-75 per cent.) 
mixture I was using, and improvised a somewhat similar 
apparatus, using the ordinary three-position valve of a dental 
gas-air apparatus as a control valve and connecting the outlet 
of it via a simple soda-lime container back to the apparatus. 

The economy is. as Dr. Parry-Price observes, very dramatic, 
an average abdominal case needing, perhaps, as little as a 
quarter of the usual anaesthetic materials. The apparatus 
cost a few shillings only, as the valve was a disused hospital 
property (and is often to be found. disused, in hospitals and 
consulting-rooms). I should be pleased if any emergency 
anaesthetist in this neighbourhood would care to come and 
inspect and copy the apparatus. 

I regret I have not time at present to write in more detail 
about the apparatus and also about the one or two minor 
difficulties in absorption technique from the point of view of 
the self-instructing general practitioner anaesthetist—I am. 
oe. 


Woodford Jubilee Hospital, Essex, 
Dec. 28, 1939. 


E. B. GrRoGONo. 


Treatment of Mustard-gas Injury to Skin 


Sir.—As a dermatologist it occurs to me that the present 
Officially suggested method of using bleach powder for mustard- 
gas injury to the skin is not without danger. An extensive 
dermatitis, with possible secondary infection, may well be 
added to the victim’s plight. and in slight cases of gas injury 
the last state may be worse than the first. With this in mind 
1 have been seeking a substitute for bleach powder which 
would be equally effective as a neutralizer and yet be less 
injurious to the sensitive skin. On being approached by me, 
Dr. Lloyd of the chemical expert staff of the Bradford Tech- 
nical College at once offered his help and carried out neutral- 
izing experiments with the disulphides. It was impossible to 
use mustard gas in these experiments as the cost of the decom- 
pression plants is enormous, | am told. However, the di- 
sulphides used approached very nearly the properties and 
reactions of actual mustard gas, and certainly, from the 
therapeutic point of view. they can be regarded as identical. 

Chloramine T has long been in use as a wound antiseptic. 
and although certain sensitive skins will react even to this 
substance the vast number of cases so treated in the past. 
without skin reaction, justify its substitution for bleach powder, 
which has no such record. In addition, it is a fact that 
chloramine T in a 2 per cent. solution in hard soap has a 
much greater neutralizing effect than bleach powder. After 
removal of clothing gas casualties should be douched, sprayed. 
or swabbed with the above solution, after which a thin layer 
of tannic acid jelly should be applied. In all but the slightest 
cases the alkali reserve should be maintained by the ingestion 
of sodium citrate (one drachm) every two to three hours for 
the first twelve hours, after which the doses may be tailed off. 
The more severe cases of acidaemia may be treated by the 
usual methods of intravenous sodium bicarbonate (2 per cent.) 
or glucose and insulin. 

Once more I wish to express my gratitude to Dr. Lloyd for 
his generous assistance in this matter.—I am, etc., 

Bradford, Dec. 31, 1939. ALLAN BiGiam, M.D. 
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Post-operative Pneumonia 


Siz.—The suggestion made by Mr. H. J. McCurrich in ihe 
Journal of December 16, 1939 (p. 1205), for the intramuscular 
injection of sulphapyridine draws attention to the subject of the 
so-called post-operative pneumonias. It has been statea that a 
diagnosis of pneumonia occurring 2s an imme ediate sequel to 
an abdominal operation should be looked at askance owing 
to the fact that the more carefully such cases are studied and 
observed the more likely is one to find that one is dealing 
with some form of pulmonary collapse which mas or may not 
lead to the development of a true pneumonic condition. The 
immediate nature of the type of case envisaged by Mr. 
McCurrich is shown by his case twenty-four hours after 
laparotomy. Unequivocal evidence of a pneumonic condition 
of twenty-four hours’ duration would be difficult to produce, 
and since the signs of collapse of one lobe are not unlike 
in some ways the signs of a very early pneumonic state it 
is easy to confuse the two conditions unless the evidence of 
X rays is sought in this early stage. It is only because the 
possibility of collapse is rarely considered that one feels 
recognition is so infrequently made. The following cases are 
described as examples. 

Case 1.—A male aged = with history of haemat uria and 
diagnosis of urinary calculus. was given an anaesthetic by the 
spinal route. No inhalation al z anaesthesia at all was adminis- 
tered. The operation took two hours. The first day the 
temperature was 100 F.. but it jumped next day to 102.8" 
and later to 103.4°. Pulse was 106 and respirations 28. Post- 
Operative pneumonia was the diagnosis made. but the physical 
signs were not typical. There was comparative dullness at the 
right base. poor air entry. no rales. and the heart was over 
to the right. the apex beat being one inch inside the nipple 
line. X-ray examination showed a collapse of the right lower 
lobe. Fever persisted for about ten dass. but recovery was 
uneventful and expansion was complete in about fourteen days. 

Case 2.—A married woman aged 40 had cancer of the 
uterus, and underwent a Wertheim’s operation lasting two 
and a half hours. The anaesthetic was os and oxygen with 
ether. Next day she was seized with a sudden pain on the 
left side of the chest anteriorly about the level of the sixth 
rib, with distressed breathing. Temperature was 101.4 F.., 
pulse 108, and respirations 32. There was comparative dull- 
ness at the left base. with absence of breath sounds and no 
adventitious sounds. Cough was incessant and expectoration 
copious. X-ray eXamination showed collapse of the left 
lower lobe. It is now realized that the condition has no 
relation to the type of anaesthesia given. and. indeed. is more 
common after spinal anaesthesia than any other. It is 
more common after abdominal operations. particularly upper 
abdominal and genito-urinary. Figures from American clinics 
Suggest that at least 70 per cent. of all post-operative pul- 
monary complications are due to pulmonary collapse. If this 
be so one feels that it would be futile to concentrate our 
attention on the treatment of 42 pneumonia which may never 
develop, when it is to the prevention of the condition that 
this should be directed. Suggested prophylactic measures are 
(1) avoidance of large doses of sedatives both before and after 
operation, particularly those of the morphine group: (2) reduc- 
tion of the time of operation : (3) frequent changes of position 
as soon after operation as possible. The treatment is mainly 
symptomatic and the prognosis by no means bad. Spectacular 
cures within a few minutes of collapse have been reported 
by the bronchoscopic removal of mucoid plugs from the 
obstructed bronchus.—I am, etc.. 

Highgate, N.6, Dec. 30, 1939. 


W. Lees TEMPLETON. 


Disinfection of Vaccination Scars 


Sir.—I consider it very important that the vaccination area 
should be disinfected with a saturated solution of Potassium 
ermanganate on the sixth day after vaccination against small- 
pox. One knows that if the area be excised on the fourth 
da} this does not prevent immunization: also that if one 


vaccinates daily the vaccine ceases to take on the fourth or fifth 


day, immunization having been established. If the vaccina 
tion area be disinfected on the sixth day there is no further 
trouble: when it is not disinfect at bad arms among workers 
are common and troublesome and. of course. septic sequelae 
are encouraged. 

Disinfection after the establishment of immunity seems to 
me common sense. I attribute the neglect of this precaution 
to its being not obsious!y necessary for infants and to a vague 
idea in some minds that the worse the arm the greater the 
immunity. I chose permanganate because the late Sir Andrew 
Balfour found it to be specific for small-pox eruption: it is 
a powerful non-poisonous disinfectant and would probably 
be used more if it were more expensive —I am. etc.. 


West Wickham, Dec. 19, 1939. R. W. Jameson. 


Plea for the Metric System 


Sir.—Sometimes in periods of great upheaval certain major 
reforms can be made. For instance, it was found possible to 
impose the metric ssstem on Europe during the Napoleonic 
wars. It must often have occurred to your readers what a 
dreadful waste of mental energy is involved in having to use 
both the metric and apothecaries’ s\ ystems of weights and 
measures. The metric ssstem is entire y adequate for all our 
needs, and we mariged find the working asi of doses very much 
easier if we used that ssstem alone. It is entirely illogical 
that to make a 1 per cent. solution one should have to use 
1 grain in 110 minims: it is entirely illogical that when we 
bus ounces of drugs we use different ounces from those 
employed in the compounding of medicines. The calculation 
of all percentages is complicated in the apothecaries’ s\stem. 

The whole medica! profession could gradually abandon the 
use of the apothecaries’ s\stem if it ceased to be taught in the 
medical schools. and of course the pharmaceutical profession 
would also abandon it when once the doctors did. The 
objection will be raised that our bottles are graded in 
drachms and ounces. and that it would be difficult to adapt 
them to the metric system. The capacity of the average 
teaspoon is 5 c.cm.. = of the average dessertspoon 10 c.cm,, 
and that of a small tablespoon is 15 c.cm. One can therefore 
put 12 doses of $5 c.cm. into a 2-0z. bottle and nearly twelve 
doses of 15 c.cm. into a 6-oz. bottle. 

It would be an immeasurable boon to the pupils who will 
be medical students if this antiquated apothecaries’ system 
could be allowed to lapse.—I am. etc.. 

M. E. Lamparp. M.D. 

Colchester, Dec. 22, 1939. 


Sources of Vitamins A and D 


Sir.—The figures which Miss Anne Wilbraham and I gave 
for the range of vitamin D potencies of various fish-liver oils 
were intended to illustrate the wide range encountered in 
natural specimens. It was not our intention to advise our 
readers what could or could not be purchased over the 
chemist’s counter. We did not extend the range to cod-liver 
oils of higher potency than 200 IL. per gramme. because, 
in my not inconsiderable experience. they are infrequently 
encountered. For the same reason we did not include cod- 
liver oil as low as 30 I.U. per gramme. although I have known 
examples. 

In my submission it is quite misleading for Mr. 
K. MacLennan (December 30. 1939, - 1302) to refer to ihe 
minimum limit of D potency contained in the British Pharmia- 
copoeia monograph. He must be aware that this limit was 
approved as a mea naga ot protection of the customer against 
the sale of cod-liver oils of lower potency. 

I am not a little disturbed by Mr. MacLennan’s assertion 
that certain forms of fish-liver oi] are “some quite unverifiable 
number of times richer in vitas D values than cod-liver 
oil (italics mine). To me it appears that this statement must 
imply that Mr. MacLennan no — has faith in the recog- 
nized and widely employed biological method of assay for 
vitamin D. a method approved oe 1uMerous Official organiza- 
tions, including the Pharmacopoeia Commission, and the 


| 

| 
| 
| er 
Ma 
ask 
| of 
| 
| of 
of 
| pla 
feb 
| pos 
imr 
im] 
| as 
| will 
Ir 
| ind 
| whi 
| or 
cos 
| 
for 
| Ge 
anc 
| bes 
ma 
| 
{ 
| 
32 
| 
| 
Vv 
| str 
a 
ex 
ob 
fro 
th 
of 
tic 
an 
| as 
co 

¢ 


.accina. 
further 
Orkers 
equelze 


eEMs to 
caution 
2 Vague 
ter the 
Andrew 
i; 
‘obably 


SON, 


Major 
ible to 
oleonic 
what a 
to use 
ts and 
211 our 
much 
logical 
to use 
en we 
those 
ijation 
tem. 
on the 
in the 
ession 

The 
ed in 
adapt 
verage 
c.cm., 
refore 
twelve 


o will 
stem 


gave 
oils 
ed in 
> our 
r the 
-liver 
iently 
cod- 


nown 


Mr. 
o ihe 
irpiac 
Was 


rtion 
fable 
-liver 
must 
ecog- 

for 
niza- 


the 


JAN. 6, 1940 - 


CORRESPONDENCE 


THE BRITISH 7q 
MEDICAL JOURNAL 


errors of which have been determined with precision. If Mr. 
MacLennan no longer accepts this method it is only fair to 
ask him to reveal the procedure by which his own estimates 
of potency are determined. 

Jt is no argument to draw attention to the vast quantities 
of vitamin D which are, or could be, available in the form 
of cod-liver oil. There are probably fabulous quantities of 
plants available which were once used for the preparation of 
febrifuges. That does not materially affect the dominant 
position of aspirin and other synthetic materials to-day. 

We are moving with the times. Cod-liver oil has played an 
immensely important part in human nutrition. It is still an 
important therapeutic agent. I believe its use—as oil, not 
as a raw material for the production of vitamin concentrates— 
will steadily decline as the advantages of other products, more 
palatable and more potent, become more generally recognized. 
I may be wrong, and with the prosperity of an important 
industry in mind I hope ] am. What wiil ultimately determine 
whether cod-liver oil becomes obsolete in medical treatment 
or not will be, I think, first palatability, and secondly relative 
cost per unit of A and D.—I am, etc., 


Department of Biochemistry. University J. C. DrumMonp. 


College, London, Dec. 30, 1939. 


Trestles for Stretchers 


Sir,—Provision has had to be made throughout the country 
for the treatment of civilian casualties in first-aid posts. 
Generally. local schools have been converted into these posts. 
and the doctors and nursing sisters in charge left to make the 
best use they could of the school furnishings available. which 
mainly consist of low-built desks and tables. The only A.R.P. 


GPOUVES TO TAKE STRETCHER HANDLES $' DIAMETER 
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Fic. 2.—Side view 


Fic. 1.—Front view 
of trestle. 


of trestle. 


equipment appears to have been surgical dressings, blankets. 
Stretchers, etc. 

I enclose herewith drawings of wooden trestles for resting 
a stretcher on—two for each stretcher. The trestles are in- 
expensive to make, and their advantages are that (1) they 
obviate the discomfort usually caused to a patient by lifting 
from stretcher to table or couch. and in many cases back to 
the stretcher again; (2) they considerably facilitate the work 
of the doctor, as he may stand upright during his examina- 
tion of the patient. Finally. the combination of a stretcher 
and two trestles would be of great use in the consulting-room; 
as they would take up less space than the old examination 


couch.—I am, etc., 


Wallsend, Dec. 14, 1939. Binns Cowper. 


A Disclaimer 


S1r,——-Some months ago my attention was drawn to a circular 
sent by Messrs. Coates and Cooper, Ltd., to members of the 
medical profession. This circular states, on the authority of 
Professor Poppelreuter, of Bonn, Germany, that I have taken 
a preparation sold by them under the name of ~ Recresai” 
for some years. As I have never in my life taken this 
preparation I should be glad if you would publish this denial. 
I have in the past taken NaH.PO,, which appears to be its 
main constituent, both as a purgative and to ward off fatigue. 
] have no doubt of its efficiency in the former capacity, but 
am not fully convinced of its value in the latter. Even if 
I intended to take a saline purgative habitually (which heaven 
forbid!) I should buy the ordinary acid sodium phosphate.— 
I am, etc., 


Department of Biometry, University 
till London, Dec. 21, 1939. 


Obituary 


J. B. S. HALDANE. 


JOHN D. COMRIE, M.D. 


Dr. D. V. Subba Reddy writes from the Medical College, 
Vizagapatam: 

The news of the death of Dr. John D. Comrie of Edinburgh 
(British Medical Journal, October 7 and 14, 1939) came as a 
shock to me, as I had posted a letter along with Christmas 
and New Year greetings in the third week of November, a few 
days before the arrival of those two Journals at Vizag. As 
one who had attended his lectures and worked in his wards, 
I would like to record the fact that almost all the Indian 
students in the medical faculty, undergraduates or post- 
graduates, felt a high regard and even a degree of affection 
for the good-natured Scottish physician with his kindly 
twinkle. elegant manners. and gentle speech. It is especially 
as a learned medical historian that future generations will 
remember him. A patriotic Scotsman. he set himself the task 
of collecting an enormous wealth of material indicating various 
stages in the development of medicine in Scotland. After 
many vears of reading and research he published that 
deservedly famous and popular work History of Scottish 
Medicine. To him it was a labour of love, and to the 
younger generation of medical historians it is both a model 
and an inspiration. How active and enthusiastic he remained 
to the last may be seen from the series of articles he has 
been publishing in the Edinburgh Medical Journal during the 
current year on “ Edinburgh Medicine.” His articles were full 
of learning and at the same time highly interesting and 
stimulating. Medical men in India should feel grateful to 
this man of culture for a brief but sympathetic review of 
Indian medicine written by him many years ago. To me his 
death is a great personal loss. During the last two years 
he has been going through my articles on the history of medicine 
in India and giving valuable advice and help in securing old 
books, old sketches. and other material connected with the 
history of the rise of British medicine in India. In reply to 
my inquiries he checked up some of the books not available 
in India, and had informed me that the six surgeons (Duncan 
Munro and others) of the Fort St. George Hospital in the 
eighteenth century were not Edinburgh graduates. 1 had 
requested further information and help from him, with his 
wide knowledge of Scottish medicine and with the splendid 
facilities at his disposal of consulting old and rare books in 
the large libraries of Edinburgh University and of the Royal 
College of Physicians, Edinburgh. That he should have been 
snatched away now, before he could see in print my first 
volume on The Origin and Evolution of the Madras General 


‘Hospital, causes me deep regret. 


Dr. AMY McCattum was for six years clinical assistant to 
medical out-paticnts at the West London Hospital, and latterly 
up to the time of her death was engaged in similar work at the 
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Princess Beatrice Hospital. Working under successive chiefs 
(writes “R. 1.) she acquired a considerable knowledge of 
clinical medicine, for which she had great natural aptitude. 
Her patience, humour, and great devotion to her work won 
the affection of colleagues and patients alike. She came of a 
Northern Irish family distinguished academically and in the 
professions. She chose to practise among the poor of Chelsea 
and Fulham. Her patients soon learned that there was some- 
one among them who would listen to their stories and examine 
them thoroughly, and the practice grew. Many of the patients 
and friends knew of the burden of chronic ill-health against 
which she fought so courageously for so many years; even on 
the point of death she remarked on her physical disabilities 
with a twinkle in her eyes. She died of a heart attack in 
her consulting-room. It is not easy to forget the long line of 
poor patients, from hospital and practice alike, at the surgery 
door after her death, each one with a bunch of flowers to 
testify of their affection for “Dr. Amy.” Her knowledge of 
the illnesses of the poor was unrivalled, and they will miss her 
sadly. 


Dr. Cuartes Heptty Crarence Visick died at Hove, 
Sussex, on December 3, 1939, at the venerable age of 84 years 
after a long life of interest and activity. He qualified 
M.R.C.S., L.R.C.P., and L.S.A. from University College Hos- 
pital in 1891. For many years he was in general practice in 
North London. On moving to Hampstead he devoted him- 
self entirely to his special subject’ of anaesthetics. He held 
an appointment at the Royal Northern Hospital. and was on 
the staff of the Hampstead General Hospital till late in his 
life. Dr. Visick was a man of wide experience and many 
interests. He had travelled a great deal before choosing 
medicine as his career, and this broad outlook he carried with 
him throughout life. One of his absorbing interests was 
archaeology, and part of his collection of flint implements is 
now in the Brighton Museum. No account of his life would 
be complete without a reference to his very genial personality 
and unselfish service for others. He is greatly missed by a 
wide circle of friends. 


Dr. JoHN Cross_tey WriGHt, who was one of the leading 
medical practitioners in Halifax until his retirement thirteen 
years ago, died on December 21, 1939, at Wotton-under-Edge. 
Gloucestershire, aged 73. He was a native of Halifax, and 
from Marlborough College went to Cambridge, graduating 
B.A. in the Natural Sciences Tripos of 1887. and M.A., M.B., 
B.Ch. in 1891, after- completing his medical studies at St. 
Bartholomew's Hospital. Before his return to Halifax he was 
house-surgeon at St. Bartholomew's and at the Evelina Hos- 
pital for Children. From 1892 until 1926 Dr. Wright was an 
honorary surgeon to the Royal Halifax Infirmary. During the 
last war he served with the temporary rank of major in the 
R.A.M.C. He joined the British Medical Association in 1907 
and was chairman of the Halifax Division in 1913, and had 
been president of the Medical Charitable Society for the West 
Riding of Yorkshire. 


By the passing of Epwarp Sapine Tair, M.D., at the ripe 
age of 83, a link with the past is broken, for his father and 
brother were both Bart’s men; but happily the tradition goes 
on, for two of his nephews are members of that hospital. 
He practised all his life in Highbury, where his home and the 
charming garden created by his wife are remindful of the 
dignified past of that neighbourhood. Edward Tait was some- 
thing more than a good physician; surprisingly modern in 
outlook and infinitely painstaking, his approach was that of 
the fine courtesy natural to him. To consult with him was 
to witness that relationship between doctor and patient which 
must abide if the art of medicine is to continue. Dr. Tait 
was a connoisseur and delighted in the Arts, himself a sculptor 
of no mean talent, in whose delicately perceptive work was 
made plain his great love of beauty and respect for craftsman- 
ship. He made an admirable collection of etchings, among 
them some fine examples of the French, English, and Swedish 
masters. He will be greatly missed, for he had a personality, 
rare in these turbulent days, which endeared him to all who 
knew him. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
Nuffield Professorship of Orthopaedic Surgery 


The electors have appointed Herbert John Seddon, MB, 
B.S., F.R.C.S., to the Nuffield Professorship of Orthopaedic 
Surgery as from January 14, 1940. 


UNIVERSITY OF CAMBRIDGE 


The following candidates have been approved at the 
examinations indicated: 

DipLoMa IN Mepicat RapioLtoGy AND ELecTROLOGY—Part I: 
R. A. D. J. Bernhardt, J. O. Y. Cole, J. L. Freer, C. W. C. Gough, 
Jj. J. Hurley, J. Innes, R. I. Lewis, E. B. P. Madden, S. Mahananda, 
J. Malin, H. S. Murray, J. O. Salik, D. M. Scrimgeour, J. Walter, 

Finat M.B.—Part Il (Principles and Practice of Physic, Patho- 
logy and Pharmacology): J. B. Bramwell, B. N. Brooke, M. M, 
Bull, K. P. S. Caldweil, H. D. L. Campion, B. E. Camus, J. A. 
Cosh, R. Crawford, P. J. Crowley, P. J. R. Davis, H. P. Dick, 
N. B. Eastwood, J. Evans, W. J. G. Evans, I. S. Eve, P. G. H. Gell, 
E. S. Goller, G. D. Graham, M. J. Greenberg, B. G. Gretton- 
Watson, L. N Grunbaum, B. L. F. Heydon, A. C. C. Hughes, 
J. F. K. Hutton, G. H. P. John, T. E. Jones-Davies, R._D. 
Kennedy, G. O. M. Neatby, P. E. Perceval, T. J. A. Phillips, 
M. R. Pollock, R. Rowlandson, I. F. Smith, A. M. Stevens, T. L. 
A. C. Thackray, C. Thomas, H. . S. Vellacott, 

H. F. Wood, R. J. T. Woodland, R. Wright. Women: K. M. 
Sat P. G. Holman. 


UNIVERSITY OF LONDON 


Sir Ernest Graham-Little, M.P., has been re-elected chairman 
of the Council for External Students of London University 
for the year 1939-40. 


UNIVERSITY OF LIVERPOOL 


The following candidates have been approved at the examina- 
tions indicated : 


M.D.—G. R. Griffith, A. S. Hall, R. P. Harbord, G. D. Owen, 
G. E. O. Williams, R. B. Wright. 

M.CuH.OrtH.—J. G. Bickerton, H. R. W. Lunt, A. Mahomed, 
W. W. Ollerhead, G. F. Pennal, G. S. Robinson. 

Finat M.B., CuH.B.—Part I: W. W.. Aslett (distinction in 
Pharmacology and General Therapeutics), G. H. Ball, A. S. G. 
Binnie, R. T. Davies, B. Devlin, B. Ellenbogen, A. J: Goldman, 
H. R. Gray, T. O. Hughes, Lillie L. Jackson, R. H. Jones, R. R. 
Kay, C. C. Laird, R. Lees, Mary R. Menzies, Nora C. Miller, 
C. N. Samuell, Agnes M. Williams. Pathology (including Bacterio- 
logy): Aileen M. Barry. Part I1: R. T. Davies, L. Fletcher, J. G. 
Gow, R. R. Kay, J. H. H. MacRae, P. P. Newman, C. W. R. 
Roseby, P. W. G. Sutton. Part IIT; C. D. Alergant, Thelma R. 
Gaunt, G. C. Griffiths, J. S. Hindley, W. Kulke, D. H. MacCormacx, 
F. R. Neubert, D. Prysor-Jones, H. J. Shuttleworth, H. J. H. 
Soulby, Gertrude O. W. Watson, A. R. Whitman, K. M. Willis, 
Emilie M. Winter. 

DipLoMa IN Tropica Mepictne.—R. B. T. Baldwin, G. L. 
Broderick, K. Chartikavanij, L. J. Clapham, N. Gray, G. L. L. 
Gurney, M. H. Hafezi, I. M. Hasan, T. L. Lawson, K. W. J. 
Lieu, H. E. T. McDonald, E. H. C. Maguire, A. A, Malik, H. N. 
Maniar, A. K. H. Mazhar, D. F. Mehta, W. Mullen, M. Nazir, 
M. N. Pai, M. Said, D. R. Seaton, H. M. Sharif, P. Tomlinson, 
D. Tumrasvin, N. Tunnell (recommended for Milne Medal), 
Alexandra C. W. Watson, H. T. H. Wilson. 


UNIVERSITY OF WALES 


D. T. Thomas has satisfied the examiners at the examination 
for the Diploma in Public Health (Part 1). 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Correction 


In_ the list of candidates who were granted the D.A. diploma, 
2 ee in the Journal of December 23. 1939 (p. 1255), the name 
of N. F. Saher was misspelt. 


Drugs in Athletics —The drugs discussed in this connexion 
are cocaine, benzedrine, nitroglycerin, digitalis, strophanthin, 
certain hormones, and, in large doses, caffeine. Their ad- 
ministration to athletes should be prohibited. Less definitely 
contraindicated in athletics are coramine, cardiazol, ultra- 
violet light, various salts, and small quantities of alcohol. 
Glucose, oxygen, and vitamin B, are quite harmless.—Survey 
of Drugs employed in Athletics. O. Béje.—Hospitalstidende : 
Nordisk Medicin, June 30, 1939, 2, 1963. 
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EPIDEMIOLOGICAL NOTES 
Epidemic Encephalitis and Allied Conditions 


In a recent review of acute encephalitis in the Weekly Epidemio- 
logical Record of the Health Section of the League of Nations 
the classification suggested in the report on the St. Louis out- 
break published by the U.S. Public Health Department in 
1935 is accepted as a provisional basis, embracing so far as 
our present knowledge allows the various affections of the 
central nervous system commonly designated encephalitis. 
Two broad groups are recognized: (1) infectious encephalitis, 
in which the causative agent has been identified ; and (2) post- 
or para-infectious encephalitis usually following or accom- 
panying specific infectious disease, but in which the agent 
of encephalitis has not been identified. The infectious group 
is subdivided into Type A, or the lethargic type (von 
Economo’s disease), which is usually sporadic with a tendency 
to acquire epidemic characters under suitable conditions, and 
Type B, which is characteristically epidemic and frequently 
explosive, especially in the summer months. The Japanese 
and St. Louis epidemics belong to this type and probably 
also other forms, such as the Australian encephalitis due to 
X virus, which is closely related to the virus of “ louping-ill ” 
in sheep. The post-infectious group differs from these both 
in clinical and pathological characters and in the fact that so 
far all efforts to isolate a virus have failed, while viruses are 
readily recovered from the different types of disease in the 
former group. Variola, vaccinia, varicella, and measles are 
the commonest infectious diseases in which encephalomyelitis 
has been observed ; less commonly mumps, influenza, rubella, 
and modified rabies (following prophylactic inoculation) have 
been responsible. The available evidence points to the exist- 
ence of a separate virus as the essential aetiological agent ; 
the virus of the specific infectious disease is held merely to 
activate the former, or to produce conditions in the host 
favourable to successful invasion of the nervous tissues. The 
rival theory that encephalitis results from invasion of the 
central nervous tissues by a neurotropic variant of the specific 
virus of each specific disease cannot in the present state of 
our knowledge be lightly dismissed. 

Encephalitis lethargica or von Economo’s disease appeared 
almost simultaneously in several of the countries engaged in 
the last war, but the epidemic wave affected different European 
countries at different times. In most countries the maximum 
incidence occurred in 1920, but in Norway, Sweden, Fin!and, 
and Belgium it was in 1921, in Czecho-Slovakia, Greece, and 
the United States in 1923, in England, Scotland, Prussia, and 
Bulgaria in 1924, in Ireland and Holland in 1925, and in the 
U.S.S.R. in the following year. Since 1924 the disease has 
declined steadily in most European countries and in the U.S.A., 
but continues to persist in endemic or sporadic form, in 
which it is not readily recognizable. The recorded figures 
are then probably much lower than the actual number, while 
during epidemic periods they may possibly be in excess. 


Type B infections have been recognized in Japan for over 
sixty years as an endemic disease with a tendency to 
epidemic spread at irregular intervals, notably in 1912 and 
1924, and usually towards the end of hot dry summers. Old 
people were the chief victims and case fatality was usually 
high, sometimes over 60 per cent. The 1917 epidemic, on 
the other hand, was mild ; attack was mainly among subjects 
of 15 to 20 years and case fatality was not more than 10 per 
cent. A virus pathogenic to rabbits was isolated in 1935 and 
1936; the former was found to be different from the viruses 
of vaccinia, varicella, and virus III, but its relation to the 
herpes virus was undetermined, while the 1936 virus, 
although immunologically different from it, closely resembled 
the St. Louis virus in producing encephalitis in mice. It was 
perhaps even more closely related to the Australian X virus, 
which is readily transmissible to monkeys, and may possibly 
te of ovine origin, as the lesions are similar to those in 
“louping-ill” (encephalomyelitis in sheep). Various strains 
of virus pathogenic to mice and monkeys were isolated in 
the course of the St. Louis epidemic ; each strain was neutral- 
izable by the serum of convalescent patients, but none was 


shown to have immunological affinities with the virus of 
encephalitis lethargica. 


Post-vaccinial encephalitis has been recognized during the 
last two decades as deserving a separate clinical entity. but 
records exist-of nervous complications in association with 
small-pox and measles at the beginning of the present century. 
Therapeutic benefit has been reported from intravenous or 
intramuscular injection of convalescent encephalomyelitis 
serum, preferably taken from a patient suffering from the 
same primary specific disease, but generally the evolution of 
the disease is so swift, towards death or recovery, that little 
effect can be exerted on its natural course. 


EPIDEMIOLOGICAL TABLE 


As the Registrar-General’s weekly returns were not avail- 
able at the time of going to press, the table giving figures 
for week No. 50, 1939, could not be printed in this issue. 


Medical News 


Mr. A. D. Powell will deliver the Harrison Memorial 
Lecture, on “ Drug Standards: Their Development and Appli- 
cation,” before the Pharmaceutical Society of Great Britain 
at 17, Bloomsbury Square, W.C., on Tuesday, January 9, at 
7.30 p.m. Mr. Powell was awarded the Harrison Lectureship 
Medal in 1939, and this occasion is being taken to present 
it to him. The medal is awarded biennially to com- 
memorate Colonel E. F. Harrison, a distinguished pharma- 
ceutical chemist who was appointed Director of Chemical 
Warfare in 1918 and was responsible for the analyses 
published in the British Medical Journal and afterwards re- 
printed in book form as Secret Remedies and More Secret 
Remedies. 

According to present arrangements, which may be cancelled, 
the fourth International Congress of Oto-rhino-laryngology 
will be held at Amsterdam in 1940. Further information 
can be obtained from M. Marres, Willemsparkweg 31, 
Amsterdam. 

As the Industrial Welfare Society's course of lectures on 
industrial law had to be cancelled owing to the war, the society 
has, to meet the wishes of a number of firms, arranged a 
correspondence course (fee £2 2s.) beginning in January, to 
meet the needs of industrial executives and those training for 
these posts. The syllabus includes Law of Master and Servant, 
Factories Act, Truck Acts, Trade Boards, Employers’ Liability 
and Workmen’s Compensation, National Health, Pensions, 
and Unemployment Insurance, Law relating to Welfare 
Schemes, and War Emergency Legislation. The address of the 
society is 14, Hobart Place, Westminster, S.W.1. 


The revision of London coroners’ districts, reducing the 
number from six to five, came into operation on January 1. 
Dr. H. Neville Stafford is in charge of the Western district 
(Chelsea, Fulham, Hammersmith, Paddington, Marylebone, 
and Kensington), which takes the place of the Central London 
district presided over by Mr. Ingleby Oddie until his recent 
retirement. Dr. Hervey Wyatt is in charge of the South- 
Western district (Battersea, Lambeth, Southwark, and Wands- 
worth) in succession to Dr. Douglas Cowburn, who has retired. 
Additions to Dr. Bentley Purchase’s Northern district include 
Westminster and Holborn. Camberwell is added to the 
South-Eastern district under Dr. W. H. Whitehouse. The 
Eastern district is now under Dr. W. R. H. Heddy. 

We are asked to state that the out-patient department of the 
Chelsea Hospital for Women has been open since the outbreak 
of war and considerable in-patient facilities have also been 
afforded. 

Dr. E. W. Archibald, Hon. F.R.C.S.Eng., emeritus professor 
of surgery at McGill University, Montreal, has been appointed 
to serve on the Trudeau Medal Committee of the United 
States National Tuberculosis Association for the 1940 award. 
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All communications in regard to editorial business should be 
addressed to THe EDITOR, British MepicaL Journat, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETYERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proots. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

ADVERTISEMENTS.—AIl communications should be addressed 
to the Advertisement Manager (oflice hours 9 a.m, to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 

The TitepHone Number of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TeteGrarHic ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 

SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh; tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Docttiri na h-Fireann (1.M.A. and B.M.A.), 95, Merrion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 


Muco-purulent Otorrhoea 

Dr. J. Ewinc Kennepy (Glasgow) writes in answer to the query 
published on December 16, 1939, p. 1214: Dr. Collinson might 
try his patient on (1) sulphapyridine (M & B 693), use of which 
may have to be prolonged, with usual careful observation; (2) 
locally, syringing with a solution of industrial spirit, one part in 
six parts water, followed by instillation of a 2 per cent. solution 
of mercurochrome in 60 per cent. alcohol, or solution of 
merthiolate (Lilly). 


Income Tax 
Purchase of Practice—Expenses 


Recter ” acquired a practice, using a loan from an insurance 
company. Can he claim a deduction for (a) repayment of 
capital, (b) interest on loan, and (c) indemnity premium? What 
allowance is due for hire-purchase payments for car? 

** As regards the first question, (a) and (c) are “ capital ” 
expenses and are not deductible from income; so far as (b) is 
concerned “ Relief” receives an allowance automatically by 
reason of the fact that the company allows him to deduct 
income tax from his interest payments. With regard to the 
car, he can claim to treat the hire-purchase interest as a pro- 
fessional expense, and he can claim depreciation allowance on the 
cash price of the car when bought. 


Naval Gratuity 


* R.N.” became entitled to a gratuity of £1,000 on completion of 
five years’ service, but is remaining in the Navy. The £1,000 has 
been taxed as income of 1939-40 at the * war” rate of 7s. in 
the £. 


** This certainly seems to be a case of hardship. If our 
correspondent had quitted the Service at the end of his five 
years the £1,600 would not have been taxable, and subsequent 
rejoining a few days afterwards would not have made it liable. 
As it is he is liable on the amount of the gratuity. Equitably the 
amount should be taxed as an addition to the pay, etc., of the 
period over which it was earned; we fear, however, that this 
argument would not be tenable in law if, as we understand, 
no right to the gratuity emerges with the completion of five 
years’ service, as the general principle of the income tax is that 
income is taxable according to the year in which the title to it 
arises. 

Allowance to a Medical Official 


* Reader ~ inquires whether the £100 per annum payable to him 
because he is not supplied with board and lodging is assessable. 
*," It may be convenient to deal with this matter in general 
terms. If the payment is made to a practitioner the amount, 
and of course any specific emoluments, may be regarded as part 


of the general receipts of the practice. Where the er.oluments 
are assessable under Schedule E (as in the case of a — .sole-time 
appointment, for instance) the amount is also ch-rgeabi to tax, 
Where, however, the payment is made in view of the iact that 
the duties of the office have to be performed in differei. places, 
by transfer to other areas, etc., it may be possible tc sustain 
a claim to regard the amount as in the nature of a non-taxable 
allowance for special expenses. Clearly very much mus. depend 
on the exact circumstances of the person concerned, and a 
discussion with the responsible inspector of taxes will usually 
be helpful. 
Remuneration in Kind 

“W. G.” has a definite salary as an assistant M.O.H., and in 
addition he is allowed to draw from the hospital stores for his 
personal use up to a certain amount. Is the latter advantage 
taxable? 

** The general principle laid down many years ago in a 
judgment by the House of Lords is that an employee is liable 
for what he receives in money or in a form capable of being 
turned into money. (It is because board and lodging cannot 
be turned into money that the value of it is not taxable.) We 
are not aware of any authoritative ruling on the facts mentioned 
by “ W. G.,” but it seems hardly practicable for ** W. G.” to 
sell the stores he takes over, and presumably any attempt to 
do so would be objected to by the hospital authorities and lead 
to withdrawal of the privilege. We suggest that he should press 
that consideration on the inspector of taxes with whom he is 
dealing. 


LETTERS, NOTES, ETC. 


Personal Hygiene in Syllabuses of Training Colleges 


Dr. Cyrit G. Eastwoop (Shrewsbury) writes: My attention has 
just been drawn to recent correspondence in the Journal about 
the teaching of personal hygiene in teachers’ training colleges, 
I was for some years lecturer in hygiene at a training college 
and an examiner in that subject. At that time personal hygiene 
was certainly taught in considerable detail, and figured in exam- 
ination questions. Methods of inculcating habits of hygiene in 
children were also expounded at some length. In my_ book, 
Hygiene for Students and Teachers, which is fairly widely used 
in this country and the Dominions, the subject receives particular 
attention. 

Gas Injuries to the Eye 


Dr. JAaMes Byrne (London, E.C.3) writes: I was much interested 
in the reference in Colonel Fortescue’s paper (Journal, October 28, 
1939, p. 846) to the mustard-gas casualties near La Panne, Belgian 
coast, on July 22, 1917. IT was atiached to this ambulance at the 
time and on duty when these cases were admitted, and the other 
officer was a Dr. MacRae. We irrigated the eyes well with a 
solution of sodium bicarbonate, and on Dr. MacRae’s suggestion 
followed with a few drops of ol. ric. to keep the eyelids from 
adhering and to allow free drainage. This treatment certainly 
gave relief. The percentage of patients returning to duty in a 
fortnight, as stated, is high, since I recollect that the majority 
of the cases were severe. It would therefore appear that this 
early therapy was effective, or that the lesions were not so severe. 


Hypersomnia after Accident 


Dr. NorMaAn Porritt writes: I am most sorry that an error crept 
into my account, of the old man treated for excessive sleepiness, 
which you published in the Journal of December 23, 1939 
(p. 1260). The doses of benzedrine were there given as 1/2 and 
1 mg.; these should have been 2.5 mg. and 5 mg. respectively. 
As benzedrine is a new and comparatively untried remedy 
I thought you would see the need for my making this correction. 


Hospita! Diary, 1940 

A copy of the Hospital Diary for 1940 has been received from 
the publishers, Messrs. Frederick Aldridge (34, Paternoster Row, 
London, E.C.4). The diary, which is in its seventh year, has 
again been compiled by Mr. F. P. Carroll, and despite war-time 
conditions contains all the useful information published in last 
year’s issue, with the exception that a directory of hospitals, 
medical and allied associations replaces the notes on hospital 
insurances. The price of the diary, bound in leather cloth, 
remains unchanged at 5s. 6d. post free. 


Disclaimer 


Dr. G. Rec. Granton (Chesterfield) writes: With regard to my 
recent change of name by Deed Poll, I wish to disclaim any 
responsibility for the publicity (beyond the statutory notices in 
the London Gazette and local newspapers) which several news- 
papers gave to these proceedings. 
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